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A MESSAGE FROM THE PRESIDENT 


To the Members of the Medical and Chirurgical Faculty of the State of 
Maryland: 

May I call your attention to the excellent statement by Dr. Herbert Notkin 
of the State Department of Health in reference to the Maryland County Med- 
ical Program, which appears in this issue of the JouRNAL? I hope that every 
member of the Faculty will take the time to read it, whether or not he or she 
is participating in the program, in order to become familiar with this worth- 
while activity. 

Having been from the very beginning a member of the Council that advises 
the State Department of Health in regard to this undertaking, I have had an 
exceptional opportunity to see from the inside how it is organized and con- 
ducted. I am very glad to have this chance to give my wholehearted endorse- 
ment not only of the program itself but also of the way those in charge have 
administered it. 

Not all of the administrative difficulties have been ironed out as yet, and 
there are still areas in which the participating physicians can contribute to- 
ward improving the actual operation of the activity, as Dr. Notkin points out, 
but the citizens of Maryland and their representatives in the Legislature can 
rest assured that it is working and working very well. It deserves the support 
of everyone in the State and I hope that it will receive that support in full 
measure. 

ALAN M. CHESNEY, M.D. 
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THE MARYLAND COUNTY MEDICAL CARE 
PROGRAM—A PROGRESS REPORT 


HERBERT NOTKIN, M.D.* 


BACKGROUND 


In 1939, the Medical and Chirurgical Faculty 
took a long step forward in improving the medi- 
cal service available to the low-income citizens of 
Maryland. In August of that year, Dr. Victor 
Cullen addressed a letter on behalf of the Faculty 
to the State Planning Commission pointing out 
the importance of setting up a permanent Medi- 
cal Care Committee to study medical care prob- 
lems. One of the seven major deficiencies in 
medical services in the state which this letter 
pointed out was “The lack of funds or organiza- 
tion for the medical care in their homes of those 
upon relief and for other classes of indigent 
patients.” 

On the basis of this letter, a Committee on 
Medical Care was appointed under the chair- 
manship of Dr. Maurice C. Pincoffs. This com- 
mittee made an exhaustive study of the medical 
care problems of the indigent and medically 
indigent residents of the Counties of Maryland. 

In 1944, the Committee reported its findings 
and recommendations to the annual meeting of 
the Medical and Chirurgical Faculty. In effect, 
the report suggested the provision by the state 
of medical care services for the indigent and 
medically indigent. The proposed program was 
to be administered by the State Department of 
Health within the framework of existing patterns 
of medical practice. The faculty unanimously 
approved the report. 

By February of 1945, the legislation to put 
this recommendation into effect was passed by 
the General Assembly, and signed by the Gover- 
nor. In June of 1945, the program began actual 
operation in the counties of the state under the 
administrative control of the Bureau of Medical 
Services of the State Department of Health with 


* Assistant Chief, Bureau of Medical Services & Hospitals, 
Maryland State Department of Health. 


local control vested in the twenty-three existing 
county health departments. 

The program has, therefore, been in operation 
continuously for seven years and the State De- 
partment of Health feels that a brief report of 
the events of these years should be made to the 
medical profession, whose cooperation made the 
plan possible and is basic to its continuing 
success. 


PRINCIPLES 


The program operates under certain basic prin- 
ciples which are important to those physicians 
who cooperate with it. These principles are: 

1. Insofar as possible, the county health de- 
partments are given freedom to adapt the 
program to the special conditions existing 
in each county. 

2. Policies are based on the advice of repre- 
sentatives of the various professional groups 
participating in the program. 

3. The principles of free choice of physician 
by the patient and the right of a doctor to 
accept or refuse patients are recognized. 

4. Payments to physicians are made on the 
fee-for-service system. 

5. The amount of “red tape” is kept to the 
absolute minimum consistent with efficient 
and economical administration of the pro- 
gram. 


BENEFICIARIES 


All recipients of public assistance in the Coun- 
ties of Maryland are automatically eligible for 
medical care under the program. During any 
one month, approximately 25% of public welfare 
clients request medical care. This may seem 
fairly high, but it must be remembered that this 
group has more illness than the general popula- 
tion because of its composition. A large propor- 
tion of the assistance clients are aged and infirm, 
and many have become recipients of welfare 


268 





<_< 


a a a a ee ee ee ee. ee | 


ae — ae 


SE a 


ng 


in 
to 


1e 


1e€ 
nt 





Herbert Notkin 269 


because of illness. Approximately 60% of all 
those receiving the benefits of the program are 
welfare clients. 

The other 40% of those served are designated 
as “medically indigent.’’ These people have a 
marginal income, and are normally self-support- 
ing, but cannot afford the added expense of 
illness. If persons in this class become ill, they 
may request certification from the county health 
department. The primary basis for this certifica- 
tion is the family income. As one example, a 
family of four people cannot be certified for care 
if the income in the county with the highest 
income scale is more than $121.00 per month. 
Since the program is administered by physicians, 
the department feels strongly that the health 
officer should be permitted to make exceptions 
to this income scale for medical reasons. The 
major reasons for such exceptions are the cost 
and duration of the illness, the incapacity of a 
wage earner, and the necessity for expensive 
drugs or diets. For this reason, the physician 
attending the patient is requested to let the 
health officer know the diagnosis and expected 
duration of the illness. 

All concerned with the subject know that the 
determination of income is an extremely difficult 
task, and a certain number of errors will be 
made no matter how carefully the work is done. 
For this reason, all participating physicians are 
asked to assist in preventing abuse by requesting 
the re-investigation of any beneficiary of the 
program if they feel that an error has been 
made. 


SERVICES PROVIDED 


Since approximately 75% of physicians in ac- 
tive practice in the counties of Maryland par- 
ticipate in the program, the profession is aware 
that the program will pay for home and office 
calls, deliveries, and drugs, whether dispensed 
or prescribed. Consultant service is also supplied 
at the request of any physician who feels that 
his patient will benefit from these services. In 
1951, nearly 68% of the total expenditure under 


the program was for physician’s services, largely 
for home and office calls by general practitioners. 

The program also provides a limited amount 
of dental service, principally fillings and extrac- 
tions, although a small number of dentures are 
also supplied. Only 5 per cent of the total cost 
of all services in 1951 was for dentistry. 

One of the immediate concerns of the program 
is the fact that drug costs have been rising 
continuously since its inception. In 1947, only 
14.5% of the cost of all services was spent for 
drugs. By 1951, this had increased to more than 
26%. Part of this rise is due to the higher cost 
of prescriptions. This reflects both the increased 
wholesale cost of drugs and a tendency for phy- 
sicians to prescribe more expensive drugs, such 
as antibiotics and certain vitamins. There seems 
to be no question that considerable savings could 
be effected if physicians would prescribe the 
U.S.P. and N.F. equivalents of expensive pro- 
prietary medications. Another reason for high 
drug costs is the tendency over the past few 
years for doctors to write more prescriptions 
per call. In 1947, physicians wrote approximately 
45 prescriptions per 100 calls, while in 1951, this 
had risen to nearly 66 prescriptions per 100 calls. 

The smallest phase of the program is that 
which provides special diagnostic services, usu- 
ally in hospital outpatient departments. Despite 
the fact that the use of this service is encouraged 
wherever the doctor finds need for it, less than 
2% of the total cost of the program is spent for 
this type of care. 


POLICY DETERMINATION 


Physicians are critical from time to time of 
various regulations of the program and it seems 
to be inevitable that this type of reaction should 
occasionally occur. If, however, doctors under- 
stand the mechanism by which policies are de- 
termined, they might be a little more tolerant 
toward the “bureaucrats”? who administer the 
program. The basic law of the program sets up 
a State Advisory Council on Medical Care. This 
Council is composed of representatives of the 
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medical, dental, nursing, and pharmaceutical 
professions; the hospitals; the medical schools; 
and several ex officio members. The present mem- 
bership of the group is: 


Dr. Page Jett, Chairman—Medical & Chirurgical 
Faculty 

Dr. George E. Hardy, Maryland State Dental Associ- 
ation 

Dr. J. W. Bird, State Board of Health 

Mr. Walter E. Albrecht, Maryland State Pharma- 
ceutical Association 

Miss Martha Johnson, R.N., Maryland State Nursing 
Association 

Dr. J. Edmund Bradley, University of Maryland 
School of Medicine 

Mr. J. Milton Patterson, Maryland State Depart- 
ment of Welfare (Ex Officio) 

Dr. J. T. Marsh, Medical & Chirurgical Faculty 

Dr. Douglass Shepperd, Maryland Medical Associ- 
ation 

Dr. Edwin L. Crosby, The Johns Hopkins Hospital 

Dr. Alan M. Chesney, The Johns Hopkins University 
School of Medicine 

Dr. Clifford T. Perkins, Maryland State Department 
of Mental Hygiene (Ex Officio) 

Dr. R. H. Riley, Maryland State Department of 
Health (Ex Officio) 


This group, selected by the various professions 
and interests involved in the program, makes 
recommendations on questions of policy which 
are acted on by the State Board of Health, a 
group that also represents the professions. It is 
evident, therefore, that policy determination is 
not made by State employees, but by public 
spirited citizens, who are broadly representative 
of the professions concerned and who serve with- 
out compensation. 

The State Advisory Council has urged that 
similar advisory committees be set up in all 
the counties on a local, voluntary basis. Where 
such committees are active, they have proven 
to be a most useful mechanism for preserving 
the necessarily close relations between the health 
departments and the various professions. 

All decisions of local health departments or 
the Bureau of Medical Services and Hospitals 
may be appealed to the State Board of Health, 
which has the final authority. 


PAST EXPERIENCES 


New programs usually start off slowly, and 
then tend to increase fairly rapidly in size, as 
they become known in the community. This has 
basically been the experience of the County 
Medical Care Program. A few selected figures 
will demonstrate this fact. In 1947, there were 
743 participating physicians. In 1950, a high of 
900 was reached, although in 1951, this had 
decreased to 852. Slightly more than 15,000 pa- 
tients received service in 1947. This number 
rose to approximately 28,000 in 1950 and dropped 
to less than 25,000 in 1951. The total cost of the 
program was $366,000 in 1947, rose to $718,000 
in 1950, and decreased to $661,126 in 1951. 
The most important single factor affecting the 
cost of the program is the number of people 
receiving public assistance from the various 
county welfare departments. The high cost of 
the program in 1950 reflected a temporary wave 
of unemployment. Conversely, the decreasing 
costs and number of beneficiaries in 1951 are a 
reflection of the generally improving economic 
situation. 


THE FUTURE 


No one can predict with accuracy the long- 
range future of the program. It has apparently 
gained general acceptance with both the phy- 
sicians in Maryland and the recipients of the 
service. It has, however, been attacked by a 
number of members of the General Assembly 
on the following counts: 

1. That many of those who obtain service 
under the program can actually afford to 
pay for their own care. The State Health 
Department is always aware of this pos- 
sibility, but believes that within the limits 
of human error, certification of ineligible 
people is being kept to a minimum. 

2. That many beneficiaries of the program 
“shop” from doctor to doctor until they 
obtain the particular service or prescription 
that they desire. Although this is a distinct 
possibility and undoubtedly happens in 





——_— ee 


AS 


A ~~ HF “45 FF 





Herbert Notkin 271 


some cases, neither practicing physicians or 
health officers believe that it is a common 
occurrence. It is difficult to prevent this 
abuse as it exists at present without possible 
interference with free choice of physician. 

3. That some doctors render unnecessary serv- 

ices under the program and profit at the 
expense of the State. Unfortunately, this is 
sometimes true and steps are being taken 
to minimize the misuse of the program. 
The problem is, however, limited to a very 
few physicians. 

These reasons were given to explain the fact 
that the 1952 session of the General Assembly 
cut the already modest budget request by $50,- 
000. In effect, the program will have $112,000 
less for operating expenditures for the fiscal year 
beginning July 1, 1952 than it has for this year. 
If welfare loads stay at the October, 1951 level 
for the next fiscal year, the program can expect a 
deficit of approximately $50,000. Any turn for 
the worse in the economic situation or any epi- 
demic will markedly increase the expected 
deficit. 

Unless marked economies can be effected in 
the program, the only way to live within the 
budget is to prorate payments to professional 
participants. According to existing policy, prora- 
tion is mandatory to a maximum of 70% of 
billings, if any one month’s bills exceed the 
allocation of funds for that month. 


THE NEED FOR ECONOMY 


What can physicians do to keep down the 
costs of the program? A number of suggestions 
are listed below. If these suggestions are followed 
generally by participating physicians, it may be 
possible to keep the expenditures of the program 
within the limits of the appropriation. 

1. Whenever possible, with equal benefit of 

the patient, write the U.S.P. or N.F. equiv- 
alent of expensive proprietary medications. 


One example of this is to prescribe pheno- 
barbital, U.S.P. instead of ““Luminal”’. 

2. Prescribe drugs in limited quantities, if this 
can be done without increasing the number 
of calls. This is particularly true in the high 
cost antibiotics which frequently work so 
rapidly in acute infections that fairly large 
amounts of the drug are left over when the 
patient is better. 

3. Avoid prescribing expensive vitamins or 
other expensive drugs as placebos or tonics. 

4. Write as few prescriptions as possible. If 
physicians wrote an average of 45 prescrip- 
tions per 100 calls in 1947, it is not easy to 
see why they had to write more than 65 
prescriptions per 100 calls in 1951. 

5. Teach patients, particularly those with 
long-term illnesses, to limit their calls. 

6. Teach patients to request home calls only 
when they cannot make office calls. Some 
physicians have obviously been successful 
in this endeavor, while others apparently 
make no effort to do so as is demonstrated 
by the fact that some physicians make 
more than 80% of their calls at home, 
compared to a State-wide average of ap- 
proximately 30%. 

7. If you believe that an individual has un- 
justly received a medical care card, notify 
your local health officer, so that he may 
have the patient reinvestigated. 


CONCLUSION 


The State Department of Health sincerely 
believes that the County Medical Care Program 
has proven its value to low-income citizens of 
Maryland and to the medical profession. If the 
department and the practicing physicians co- 
operate, it may be possible to live within the 
legislative appropriation for next year without 
proration and to help insure the existence of the 
program in the future. 


BUILDING CLOSED 
INDEPENDENCE DAY, FRIDAY, JULY 4, 1952 
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COMMITTEE FOR THE STUDY OF PELVIC CANCER 


BEVERLEY C. COMPTON, M.D., Secretary 


The Committee for the Study of Pelvic Cancer 
held its regular monthly meeting at 5 P.M. on 
Thursday, April 17th in the Small Hall of the 
Medical and Chirurgical Faculty Building. 


CASE DISCUSSIONS 


CasE I. R. S. Colored. Age 33 years. Married. Para 1. 
Yellow vaginal discharge beginning about 1949. Periods regu- 
lar. No intermenstrual bleeding noted until January 1951. 
Consulted doctor A about April 1950 because of G.I. symp- 
toms and vaginal discharge. Was examined—given a series of 
six “table treatments.’”’ Continued to consult doctor A over 
several months. As she felt she was not iffproving went to the 
hospital clinic February 7, 1951. (Had been seen in the medi- 
cal clinic of the hospital in January and July 1950.) Diagno- 
sis: Squamous cell carcinoma of cervix, Clinical Stage I. 
Radium. Radical Wertheim. 


Guest physician: This patient first came to me in 
April of 1950 giving a history of a series of com- 
plaints. She stated that she had been treated 
previously in the Medical Clinic at the hospital and 
had had a psychiatric consultation. My physical 
examination showed nothing remarkable. She re- 
turned to my office a week later stating that she 
felt better than she had felt in a long time. She was 
seen again in August of 1950 complaining of leu- 
corrhea and the examination showed Trichomonas, 
She was treated for this and got along very nicely. 
She returned on November 27th complaining of 
some abdominal pain. General physical exami- 
nation was essentially negative. She was seen again 
on January ist, 1951, with the complaint of an 
upset stomach and hot flashes. General physical 
examination, including blood counts, showed noth- 
ing remarkable. When seen on January 16th she 
complained of epigastric pain and was referred for 
an x-ray examination. At no time was there a 
complaint of any vaginal bleeding. 

Chairman: Thank you very much for coming to 
this meeting today and presenting this history. 


I presume that you used a speculum in examining 
this patient, before treating her for the Tricho- 
monas. Did the cervix appear entirely normal at 
this time? 

Guest physician: Yes. There was nothing sus- 
picious. 

Chairman: This patient was classified as car- 
cinoma of the cervix, Stage I, received radium and 
then had a radical Wertheim operation. Is this the 
usual routine at this hospital? 

Committee member: Yes, in selected cases. 

Visiting surgeon: How long do you wait after 
radium therapy before operation? 

Committee member: We usually wait from four to 
six weeks. In this particular case the patient re- 
ceived 4500 mgm. hours of radium on March 13th 
and was operated on the 23rd of April. 

Committee member: Of course, this treatment is in 
a fluid stage. I believe Meigs prefers not to use 
radium if the patient is to be operated on. 

There was considerable discussion of this point 
and some discussion of individual cases. 


Case II. L. B. Colored. Age 50 years. Single. Menopause 
in 1947. Beginning late in November 1951, crampy pain in 
R. L. Q., intermittent. Consulted doctor A in December 1951 
—pelvic examination not made—patient given medicine which 
relieved the pain temporarily. Consulted doctor A several 
times during December and January. Late January, bloody 
vaginal discharge. The patient states that she was not ex- 
amined until she told doctor A that she felt she had not been 
adequately examined. Examined February 4, 1952, told that 
she had a tumor and referred immediately to the hospital. 
Diagnosis: Carcinoma of ovary, with peritoneal and liver 
metastases. Exploratory laparotomy; subtotal abdominal hys- 
terectomy; bilateral salpingo-oophorectomy. X-ray. 


Chairman: It is remarkable how frequently we 
hear stories similar to this, where the patient was 
not given a pelvic examination until she requested it. 
Is there any discussion of this case? 

Visiting surgeon: There is not much to say about 
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this case. By the time she came into the hospital the 
situation was pretty hopeless. During the course of 
her x-ray treatment she had a pulmonary embolus 
and died. 

Chairman: From the information we have it 
would seem that there was some physician delay 
here. The patient consulted her physician in Decem- 
ber complaining of crampy lower abdominal pain 
and, although she consulted the physician several 
times, was not examined until early February. 


Case III. C. C. White. Married. Para 1 (stillborn). Age 
29 years. Beginning about October 1950, vaginal bleeding 
almost daily and post-coital bleeding. Consulted doctor A— 
was not examined—pills prescribed which checked the bleed- 
ing for about three months. When bleeding recurred consulted 
doctor A again—was not examined—capsules prescribed, with 
improvement for a short time. Patient told she should go to 
the hospital if bleeding continued. Following the next men- 
strual period bleeding became continuous. Patient went to 
hospital clinic March 3, 1951, and was hospitalized. Diagnosis: 
Immature squamous cell carcinoma of cervix, Stage I. Wer- 
theim operation. Post-operatively patient developed a ure- 
teral-vaginal, vesico-vaginal fistula. July 1951, left ureter re- 
implanted into bladder to correct fistula—followed by per- 
sistent urinary tract infection. January 7, 1952, re-admitted 
to hospital with complaint of acute abdominal pain. Opera- 
tion: Pyelostomy, left. 


Chairman: Those not very enthusiastic about 
surgery have a case here. It is an interesting case 
and I am sorry none of the hospital staff could be 
present today. 

Committee member: I would like to ask a question. 
Who has done the most harm, Meigs or Brunschwig? 

This question provoked a long discussion con- 
cerning the theories and techniques of the two men. 

Chairman: As to the case we have under dis- 
cussion, the patient certainly should have had a 
pelvic examination earlier, particularly with the 
complaint of post-coital bleeding. 


Case IV. R. C. White. Age 55 years. Widow. Para 3. 
Menopause 1939, Given pills and “needles” for menopausal 
symptoms. Menses returned once, March 1944. No further 
bleeding until February 1951 when patient began to have 
intermittent staining. Beginning about October 1951, irregular 
vaginal bleeding. Patient was under care of doctor A for a 
heart condition and diabetes. Told him of the staining about 
March 1951. Patient not examined but told she would be re- 
ferred to a specialist. Saw a specialist in January 1952. Con- 
sulted doctor B January 7th and was hospitalized January 
14th. D. & C. and biopsy January 22nd. Pathological report 
revealed endometrial hyperplasia and chronic cervicitis. Dis- 
charged from hospital January 24th. Recurrence of vaginal 


bleeding February 24th. Review of slides from biopsy of Jan- 
uary 22nd revealed suspicion of malignancy of endometrial 
tissue. Patient re-admitted to hospital for radium therapy 
March 10th. Diagnosis: Carcinoma of the endometrium. 
Radium. (Patient considered a poor risk for surgery.) 


Visiting surgeon: The original pathological report 
was endometrial hyperplasia and chronic cervicitis, 
as given on the abstract. At this hospital the slides 
are reviewed once a month for the house staff, 
and in going over this slide the question of malig- 
nancy was raised, with the possible diagnoses vary- 
ing greatly. It was decided to bring the patient 
back into the hospital for a diagnostic D. & C. 
and-an insertion of radium. She is a bad cardiac and 
too-poor a risk for surgery. 

The question now is how best to follow this 
patient. Follow with a curettage in six months? 
Follow with Papinicolaou smears and a subsequent 
curettage, if necessary? 

Committee member: I believe that the general 
feeling is that smears are useless following radium 
treatment; positive or negative does not seem to 
mean a thing. 

Chairman: I believe I would do a D. & C. six 
months after the radium therapy. I believe it would 
be safe from a practical standpoint. How much 
radium was used in this case? 

Visiting surgeon: 6000 mgm. hours. 

There was a discussion of the increase in compli- 
cations following the larger dose of radium. 


CasE V. E. W. Colored. Age 29 years. Married. Para 0. 
Menses irregular and increasingly profuse for the past nine 
years. At first, profuse bleeding for 6-7 days, gradually in- 
creasing until periods lasted 10-17 days with heavy bleeding, 
flooding and clots. August 2, 1951 very profuse bleeding which 
continued until time of hospitalization September 24, 1951. 
Patient states that she has been under care of doctor A since 
profuse bleeding first started nine years ago. She was examined 
once, six years ago. Consulted physician whenever bleeding 
was profuse and was given “needles” to control the bleeding. 
Was told in August 1951 that she had a “tumor of the womb.” 
Referred to hospital September 22, 1951. Diagnosis: Epider- 
moid carcinoma, cervix uteri. Modified Wertheim. X-ray. 


Visiting surgeon: When this patient was first seen 
in the clinic she had a tumor mass well beyond the 
umbilicus. The cervix looked clean. Schiller’s test 
was negative. The biopsy taken at this time was 
reported as intraepithelial carcinoma, but the 
sections showed invasive carcinoma well into the 
stroma. 
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Chairman: In this case the operation was started 
before the pathological report was received. This, 
of course, was a mistake. If the report had been 
known pre-operatively a conization would have 
been done and probably the patient would have been 
treated with radium rather than surgery. The oper- 
ation had not progressed very far before the report 
was received and although the operation was 
extended to remove more parametrium it was not a 
typical modified Wertheim hysterectomy. 

Committee member: What would you do about the 
fibroid if the patient had been treated with radium? 

There was discussion of this point but the con- 


Reports 


sensus was that it would be safe to wait and see if 
there was bleeding after irradiation. If the fibroid 
was asymptomatic it could be left alone. 


STATISTICS 


Patients Interviewed to April 1, 1952. 
Classification: 


PCIE MEMOIRS 5 hE 2 LIS oe! Sek SEO 63 
OMB OIBN At: S54. \s tea hie tae ache dve  Raesays 40 
ac oT DC ea ee 14 
Patient and Physician Delay............... 6 
Tnatiintionalmeelay: se sid oe Se 3 
Patient and Institutional Delay............ 2 
Asymptomatic Detected Cases............. 8 


THE DOCTOR-CITIZEN IN 1952 


WHITMER B. FIROR, M.D.* 


The Maryland State » Medical Journal has im- 
portuned you and your family to vote in this 
crucial year, and has emphasized registration as a 
prerequisite for this right and duty of every citizen. 
The necessity for such action is indicated by a 
report in the Ohio State Medical Journal’, following 
examination of the voting records in the 1948 
elections in Summit County, Ohio, which includes 
Akron and is considered characteristic of pivotal 
states which decided the outcome by a very narrow 
margin. This report follows: 


Did not vote Not registered 
PMUIIROD. 45.6623 3.3 18% 13% 
Physicians’ wives......... 22% 16% 
Members of Rotary & Ki- 

Us 6 10% 8% 
ee i a re 18% 15% 
DEACHETS occ ees ee ce 11% 6% 
Bank emplovees.......... 32% 26% 
BUMMER eters sy coe ica 33% 26% 
POCA PCOCRIS. s),.. 5... 34% 29% 
Members of Chamber of 

SOMMIMETUC.. ¢ ska sss 21% 15% 


The significance of this report is painfully evident. 
Correlated with the urgency to exercise your 
right to the franchise is a consideration of values 
with regard to respective candidates. Suggestions 
* Member, Committee on Public Medical Education, Bal- 


timore City Medical Society. Chairman, Speakers Bureau, 
Medical Care Campaign Committee of the Faculty. 


which are to be made below for discussion with your 
friends and patients, who are also your friends 
when you practice your profession skillfully and 
considerately, do not necessarily reflect the position 
of your local society nor that of the Medical and 
Chirurgical Faculty of the State of Maryland. 
Though they may be at variance with your ideas, 
I hope that you will be charitable enough to give 
them some thought. 

Our profession is concerned chiefly with the 
position of any candidate on the issue of compulsory 
health insurance or socialized medicine as opposed 
to support of the expanding voluntary plans. A 
candidate who claims that compulsory insurance is 
not socialized medicine is misinformed, misguided, 
socialistic, or thinks it politically expedient to be its 
advocate. A thorough study of this plan indicates 
that anyone who supports it wants to force the 
American people to pay at least six per cent of their 
income in taxes in order to feel worse than they do 
now! No well-informed and conscientious person, 
professional or lay, could vote for such a candidate. 

As citizens we should also be opposed to ruinous 
socialistic ventures on the part of the Federal 
government with regard to educational institutions, 
farmers, and others engaged in productive endeavor. 
An acceptable candidate should be one who believes 
in restoring a great measure of self-reliance to the 
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people; believes that the solution of most domestic 
social and economic problems is more likely of 
success when it is sought through local government 
rather than the dangerous intermediation of paralyz- 
ing bureaucrats in a huge centralized State; believes 
in the spiritual content of the American Dream as 
the only weapon which can overcome the “historic 
materialism” of the Marxists permanently. Candi- 
dates who have supported or do support much of the 
Federal program in domestic affairs are very suspect, 
to say the least. Those who have been “all out”’ in 
such support endanger the personal liberty of 
everyone, would render the pursuit of happiness 
futile, and reduce life to a dull physiological process 
if their warped ideas were to prevail. 

Taxation and inflation constitute an issue on 
which the greatest unity of action is probable. 
Abundant evidence exists that excessive government 
spending and an unbalanced budget are the chief 
inflationary factors in our economy. Colin Clark’, an 
eminent Australian economist, who has investigated 
the effect of taxation in Western Europe and Great 
Britain since World War I has found that taxes 
above 25% of national income have consistently 
resulted in inflation. Although he does not consider 
this evidence conclusive, he thinks it very significant. 
The effect on production he describes as follows: 
“Many people don’t find it worth their while to 
work hard and efficiently. Production doesn’t 
expand as fast as it should. There is a shortage of 
goods followed by an inflationary rise in prices.” 
Federal, state and local taxes now total 33% of our 
income*—this with an unbalanced budget in a 
country whose government has spent $81 billion 
more in the last six years than was spent in the 
entire history of our nation to the end of World 
War II! It can be pointed out that insurance policies 
and social security benefits are much reduced in 
value, and that expansion of the latter would require 
still greater taxation which, in time, would produce 
still greater reduction in value. An acceptable 
candidate, therefore, knowing that solvency is 
indispensable to strength should have a clear idea 
as to how to reduce taxes, improve our productivity, 
and balance the budget. Our friends above the St. 
Lawrence have set us a fine example in this regard. 

An acceptable candidate will recognize the re- 
sponsibility of labor as well as that of management 
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where the public interest is involved. The financially 
unembarrassed labor leader, more concerned with 
developing and maintaining personal power than 
the good of the workers and their country, has 
replaced the greedy manager of many years ago 
as a public enemy. Some means must be found to 
curb his monopolistic practices and adherence to 
the Marxian dialectic. 

All the candidates will assert, on questioning, 
that they are against corruption. An acceptable 
candidate, however, will be merciless in his attack 
on our lack of morals in government and will be 
able to demonstrate his conviction that “public 
office is a public trust” by the company he keeps 
and his plan of procedure. 

This nation, still the strongest in the history of 
mankind, has acquired leadership in world affairs 
which clearly points up the necessity of a forthright, 
daring foreign policy based on the knowledge that 
Marxism and freedom cannot co-exist. A candidate 
worthy of the confidence of a free people will have to 
formulate a policy in which the United States seizes 
the initiative in contradistinction to the _half- 
hearted, relatively ineffective and weak attitude of 
recent years. It will require imagination and the 
sort of inspiration which emanates from belief in 
a natural moral law, referred to by the majority 
as an expression of God. It becomes, in essence, a 
conflict between the spiritual and material. Only 
the most outstanding of men will be able to cope 
with it victoriously and still maintain our solvency 
and strength. This is no time for “stuffed shirts”, 
party hacks, or some housewives’ television heroes. 
There are those among us who can restore the 
Congress as the great instrument of a great people. 
There is someone among us who respects the 
Constitution of the United States, who will be 
President of all rather than the sycophant of a 
special group. 

Many people have fought and died in order that 
you and I might be free. In this election year it is 
incumbent upon us to fight for freedom with the 
ballot, to revitalize the American Idea. 

Practical suggestions to provide a better world 
for our children and grandchildren are to: 

1. Register, if you haven’t. 

2. Promulgate ideas against big government, 

insolvency, socialistic trends. 
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. Permit nothing to prevent your voting. 


Reports 


. Support groups, professional and lay, who BIBLIOGRAPHY 


have similar ideas. 
1. NELSON, CHARLES S., Ohio State Medical Journal, 46: 380, 


: 1950 
Emergencies don’t take twelve hours and : 
( 8 ” 2. CrarK, Coxin, “The Danger Point in Taxes”, Harper’s 


elective procedures should not interfere.) SMagesinn, Diccenibic, 2700. 


. Do everything possible to see that your family, 3. The Baltimore Sun, Editorial Page, “The Twenty-five Per 


friends, and neighbors vote. Cent Limit”, April 14, 1952. 








THINK OF THIS! 
Contributed by D. L. Reimann, M.D. 
The Doctor should possess:— 


“The art of detachment. 
The virtue of method. 
The quality of thoroughness. 
The grace of humility.” 





SIR WILLIAM OSLER 





ELI LILLY AND COMPANY AIDS FLOOD VICTIMS 


Eli Lilly and Company, in accordance with its long-established policy, is replacing 
all Lilly products in pharmacies and hospitals ravaged by the flood in the Missouri and 
Mississippi River Valleys. Lilly representatives in a dozen states, from Montana to 
Missouri, have been directed to make the replacement of flood-damaged Lilly pharma- 
ceuticals and biologicals their first order of business. Eli Lilly and Company has been 
replacing stocks damaged by uninsurable hazards as far back as the 1906 San Francisco 
disaster. 

Along with the replacement of stocks, the Lilly company maintains a reserve supply 
of typhoid vaccine and other biological products which is kept ready for fast shipment 
during disasters. The shipping personnel of the company stands by twenty-four hours 
a day. 

As the flood waters recede, the replacement of normal stocks will be made as fast as 
drug stores, hospitals, and wholesale druggists reopen their doors. In the event of a 
threat of an epidemic, however, needed drugs are shipped directly to the affected area 
by the fastest possible means of transportation. 





SUMMER HOURS FOR THE FACULTY BUILDING 
June 16, 1952 to October 1, 1952 | 
| 
Monday through Friday—9 a.m. to 5 p.m. | 
| 


Saturday—9 a.m. to 1 p.m. 
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SALT’ 


LOUIS KRAUSE, M.D. 


“Let your speech be alway with grace, sea- 
soned with salt, that ye may know how ye 
ought to answer every man” (Col. 4:6). 

Little did I expect to be so impressed with the 
great salt domes, or deposits, in Southeast 
Arabia. 

Leaving our dig of the ancient capital Kata- 
ban, we followed along the Wadi Beihan for 
twenty five miles. Then, turning inland seven 
and a half miles, we suddenly saw looming 
across the horizon, above the sand dunes, a 
great hill that proved to be crystalline salt. It 
was sundown when we reached the domes; 
purple haze and changing light added greater 
mystery to them. These deposits have been 
referred to by various travellers for generations, 
yet no one records having visited them in recent 
history. They are solid masses of salt, just 
ordinary table salt almost crystalline, and have 
for millenia supplied salt to this part of the 
world. 

A few natives received us with the usual 
desert formality, namely, the firing of rifles by 
the welcoming party. Their formal custom of 
greeting is kissing and handshaking. The natives 
kiss each cheek of those with whom they are 
familiar, but with a stranger, the greeting is a 
handshake and the production of a sucking 
noise resembling the sound of a kiss. Actually 
they are kissing the air and one is expected to 
do the same in return. The tribesmen kiss the 


1In 1950, Dr. Krause participated in an expedition to the 
“land of the Queen of Sheba.” An exploration trip to the great 
salt domes at Aiyadim, in South Central Arabia, inspired 
this article. Preceding his trip there is no record in recent 
history of non-Arabs having ever visited the Salt Domes. 


back of the hand of the sheik, sometimes the 
hem of his garment. The manner of speech of 
these cameleers was especially interesting to me. 
They spoke just above a whisper, with many 
gestures, sometimes replacing their words en- 
tirely with signs. 

These caravaneers come over long desert 
routes every few days and chop away enough 
salt for twenty-five or thirty camels to carry 
back to the centers of distribution. A large 
camel can carry 420 pounds of salt and the 
smaller ones 360 pounds. The salt is carried in 
two cylindrically shaped sacks equally weighted 
and placed on each side of the camels hump. 

These bedouin are an extremely simple and 
trustful people. We were completely in their 
hands and yet I feel they would have defended 
us against trouble, with their lives. 

As we were sitting about the camp fire, after 
finishing our meal of mutton and millet bread, 
we were greeted by singing. Eleven of the tribes- 
men aligned themselves about 1000 feet from 
the camp fire and began to chant. After the 
first stanza, half of their number chanting, 
proceeded toward us about a dozen paces; when 
this group finished singing, the remaining half, 
passed the first group by approximately six 
steps, then halted. Thereupon the original half 
began chanting another stanza, marched toward 
us and passed the second group. This was con- 
tinued until they were within a few paces of our 
camp fire where all, still singing, rejoined into a 
single row. Their song is usually an improvised 
one, relating to the goodness of the sheik of the 
tribe, the generosity of the land and may pos- 
sibly contain a few complaints. This singing is the 
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typical antiphonal type, except for an occasional 
accompaniment of a percussion instrument, the 
greater portion is a cappella. The instrument 
used resembles a drum and is made by drawing a 
skin over a piece of bent palm wood, or tin. 

After finishing their song the natives went back 
to their camp fire. This left us to ponder over 
the pages of history that were written in this 
part of the world, in particular the desert cus- 
toms and religious practices that have influenced 
our Bible. 

The following morning we carefully observed 
the salt deposits. This geological phenomenon is 
the result of pressure exerted by the ocean 
bottom upon its deposits of salt. The salt is 
forced upward through the crust of the earth, 
and since it is more labile than the heavier 
deposits in the earth’s magma, it appears above 
the earth’s surface as a dome, or truncated cone. 
These projections, or domes are usually multiple 
and have been serving salt to this part of the 
world for countless centuries. 

Salt must have been practically unattainable 
to primitive man in many parts of the world. 
The inland people felt that a salt spring was a 
special gift of the Gods. The Germans waged 
war for saline streams, believing that the 
presence of salt in the soil gave the district a 
special sanctity. It was considered a sacred 
place where their prayers were heard most 
readily. The Gods were worshipped as the givers 
of the fruits of the earth, and, as ‘“‘salt and bread”’ 
go together in common use, salt was always 
associated with offerings, especially those which 
consisted of cereal elements, ‘““And every meal- 
offering of thine shalt thou season with salt; 
neither shalt thou suffer the salt of the covenant 
of thy God to be lacking from thy meal-offering; 
with all thine offerings thou shalt offer salt’ 
(Lev. 2:13). Here, thru Moses, God tells the 
people of Israel, to be faithful in the sacrificial 
offerings at the altar. The custom of using salt 
in sacrifices in ancient times has led to a similar 
custom which the Jews still observe. Salt must 


never fail to be present on the table, which at 
meal time is likened unto an altar. 

A covenant of salt was a covenant of per- 
manent continuance and perpetual obligation 
This bond or rite was practiced largely among 
the Semitic peoples. Covenants were always 
made over a sacrificial meal in which salt was a 
necessary element. In Numbers 18:19 the Lord 
speaks of his covenant with Aaron and his sons, 
“All the heave-offerings of the holy things, 
which the children of Israel offer unto the Lord, 
have I given thee, and thy sons and thy daugh- 
ters with thee, as a due forever: it is an ever- 
lasting covenant of salt before the Lord unto 
thee and to thy seed with thee.’’ Again, we have 
the Lord’s covenant with David and his seed, 
Abijah the king of Judah speaks to Jeroboam, 
the rival king of Israel: ‘“O Jeroboam and all 
Israel; ought ye not to know that the Lord the 
God of Israel, gave the kingdom over Israel to 
David forever, even to him and to his sons by a 
covenant of salt?” (11 Chron. 13:5). It was the 
preservative qualities of salt that probably led 
to its being regarded as an essential element in 
the making of an everlasting covenant (Lev. 
2:13; Nu. 18:19; 2 Chron. 13:5). 

Though the word “covenant” is mentioned 
some two hundred fifty times in the Old Testa- 
ment, it is surprising to find that the term 
“covenant of salt” appears only three times and 
then in exceptional connections. 

Orthodox Jews still practice the rite of the 
covenant of salt. It is observed at their family 
table at each meal. After the words, “Blessed 
be thou O Lord our God, King of the universe, 
who causest bread to grow out of the earth,” 
the head of the house breaks bread, dips it in 
salt and gives a portion to each one present. 

The Bible also tells us the punishment for 
violating a covenant, “that soul shall be put off 
from his people he hath broken my covenant” 
(Gen. 17:14). And to those that keep his cove- 
nant, “the mercy of the Lord is from everlasting 
to everlasting,’ “To such as keep his covenant 
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and remember his commandments” (Psalm 
103: 17-18). 

Salt was usually controlled by the rules, or 
sovereign of a government, in various countries 
thru the different ages. It was considered a source 
of life, or a great necessity for his people. If a 
subject received salt from the king’s palace he 
was bound by a sacred obligation of fidelity to 
the king. In the Bible passage with reference to 
the rebuilding of the Temple at Jerusalem, the 
adversaries of Judah and Benjamin protested 
against receiving salt from a foreign ruler, ““Now 
because we eat the salt of the palace and it is not 
meet for us to see the king’s dishonor, therefore 
have we sent and certified the king” (Ezra 4:14). 
Further on in the same book we learn that King 
Darius gave the Jews salt, wine and oil in return 
for their services. The king, being a wise man, 
did not tell the Jews the amount of salt he had 
given them, knowing their belief that the more 
salt they received made them more firmly bound 
to him. 

In our Bible, salt is also spoken of as destruc- 
tive of vegetable and animal life. Ezekiel one of 
the priests and prophets of the Old Testament, 
foretold of a curse on the land of the Jews, ‘‘the 
marshes thereof, shall not be healed; they shall 
be given to salt” (Ezek. 47:11). When Abimelech 
captured Shechem, “‘he beat down the city and 
sowed it with salt” (Judg. 9:45); here we learn 
that when a captured city was doomed to utter 
destruction the final step was to sow it with salt. 

Salt was not only used in sacrifices, destruc- 
tion, foretelling events, but in performing 
miracles. It was the outward sign of Elisha’s 
second miracle. The men of Jericho told him, 
“the water is naught, and the ground barren.” 
Elisha said, “bring me a new cruse and put salt 
therein.” And he went forth unto the spring of 
the waters, and cast the salt in there.” “So the 
waters were ‘healed unto this day according to 
the saying of Elisha which he spoke” (II King 
2:19-22). The prophet Jeremiah foretold the 
consequences of one who departs from God’s 
service he, ‘“‘shall inhabit the parched places in 


the wilderness, a salt land and not inhabited” 
(Jer. 17:6). The prophet Zephaniah declared that 
Moab would become, “a possession of nettles, 
and salt-pits, and a perpetual desolation.” 

There is five times as much salt in the Dead 
Sea as there is in the ocean. Fish and vegetable 
life are unable to exist in it, and yet it is a 
source of life to man in its endless supply of salt 
for his use. There are many old legends about 
the oceans. They are made up of the tears of 
all those who have suffered since the world be- 
gan; and as tears are salt, the oceans waters 
are also salt. The Scandinavian legend tells us 
about a skipper who became tired of making long 
ocean voyages to obtain salt. So he bought a 
magic mill to grind salt for him. In the excite- 
ment about his purchase, he did not learn how 
to stop the mill from grinding. Eventually, it fell 
into the ocean; and there it lies at the bottom 
of the sea grinding salt day by day. 

The story of Lot’s wife has been connected 
with the fantastically shaped masses of rock 
covered with salt found southwest of the Dead 
Sea. Native guides in Palestine will point out a 
pile and tell you that it is Lot’s wife who became 
salt. Legend tells us that she sinned through salt. 
The evening the two angels came to Sodom, 
Lot’s wife went to her neighbors to borrow salt, 
for her guests. The real purpose was to make 
the men of Sodom acquainted with the guests. 
Therefore she became a pillar of salt (Gen. 9:26). 

Salt is both a preserver and a destroyer. It isa 
very important element of the liquids in our 
bodies. We know that there is a presence of salt 
in our blood, tears and perspiration. In Oriental 
and primitive thought, salt and blood were in 
some sense synonymous in their uses. These peo- 
ple also believed that salt and blood had the 
same common properties. In parts of China and 
among peoples who had difficulty in obtaining 
salt, the fresh blood of animals and fowl was 
preserved and used as a substitute for salt. 

Salt also preserves from corruption and renders 
food palatable, therefore it is used figuratively 
to represent the true disciples of Jesus, who by 
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their precepts and example raised the moral tone 
of society (Luke 14:34; Mark 9:50; Matt. 5:13). 
According to Saint Paul in Col. 4:6, salt also 
stood for wholesome character and speech. Thus 
he counseled the Colossian Christians, ““Let your 
speech be alway with grace, seasoned with salt, 
that ye may know how ye ought to answer 
every man.” For the most part it is used meta- 
phorically in the Gospels, “Ye are the salt of the 
earth” (Matt. 5:13). 

I am certain another reason here for the ref- 
erence to salt is that salt is never indifferent, 
i.e., it can always be identified, even in traces— 
a little in a glass of water or in an ocean can 
be readily detected. How one can use this vir- 
tue today! 

The spiritual life of the disciples was to cleanse 
and preserve the life of the world. Jesus warns 
the disciples of the danger of losing the power 
which would enable them to fulfill this duty, 
“for if the salt have lost his savour wherewith 
shall it be salted?” (Mark 9:50) (Matt. 5:13). 

Salt was also used as a symbol of desirable 
qualities, a man with lively wit was a “man of 
salt.”” The Arab says of an especially lively and 
witty guest, “He was the salt of the party.” 

Wisdom was also typified by salt. Jews in 
biblical times rubbed a new-born child with salt. 
It later years if he should appear to be lacking 
in wisdom, it was said of him, “he was not 
salted.”” This also seems to be the prophet 
Ezekiel’s thought when he reproached Jerusalem: 
‘Neither wast thou washed in water to supple 
thee; thou wast not salted at all, nor swaddled 
‘at all” (Ezek. 16:4). Today in the Roman 
Church salt exorcised and blessed is put on the 
tongue of the candidate at baptism as a symbol 
of wisdom and incorruption. Salt is also an 
essential element in all the holy water used in 
the Roman Church. It is still used in the Eucha- 
ristic Bread of the Greek Church. Salt represents 
life, and a sacrifice without salt is considered a 
dead sacrifice. 

The early catechumen received salt in their 
mouths before they were allowed to receive the 


Eucharist. Saint Augustine said in his Treatise 
on Forgiveness of Sin and Baptism, “What they 
received (salt) is holy although it is not the 
body of Christ’”’—referring to his receiving it 
himself he said, “I was now signed with the 
sign of the cross and was seasoned with His 
salt.” 

The most ancient highway in Italy, Via 
Salaria, was mainly a salt road and probably 
the route by which the Sabines came to fetch 
salt from the marshes at the mouth of the Tiber. 
The first Part of the road must be of very early 
origin, although today there is still considerable 
remains of its course thru the Apennines. 

The widespread superstition that the spill- 
ing of salt produces evil consequences is sup- 
posed to have originated in the tradition that 
Judas Iscariot overturned a salt cellar at the 
Paschal Supper. Some copies of Leonardo da 
Vinci’s painting, the Last Supper, have an over- 
turned salt cellar beside the plate of Judas, 
showing that he had incurred the wrath of 
heaven. Today if an older person spills salt he 
will cast a bit over his left shoulder to “avert 
the omen.” 

The ancient Hebrews were not the only people 
who used salt in their religious services. The 
Chinese Buddhists added salt and wine when 
their sacrifices were essentially vegetable. Hero- 
dotus tells us in his “Account of Egypt,” about 
the festival called, “the lighting of lamps.” “The 
Egyptians gathered in the city of Sais for their 
sacrifices, and on a certain night they all kindled 
lamps in the open air round about the houses, 
the lamps were saucers full of salt and oil mixed.” 
“Those who did not come to Sais to observe the 
festival, burned lamps at home.” “Thus not in 
Sais alone but all over Egypt the lamps were 
lighted.”” The Egyptians also used salt for both 
the living and the dead; to render food palatable 
for the former and to embalm the latter. 

At one time salt was regarded as being almost 
as valuable as gold. The soldiers, officials, and 
working people in Rome and Greece received at 
least part of their pay in salt. We derive our 
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word salary from the Latin “salarium,” the 
money given to the Roman Soldiers for salt 
which was a part of their pay, from “salarium”’ 
belonging to salt, from “sal” salt. From this 
custom of paying with salt comes the popular 
expression, “not worth his salt,” literally mean- 
ing “not worth his salary.”....Centuries ago 
the “Great Salt” referred to the high or head 
table in English houses. The more important 
guests sat above “the salt” with the host and his 
family. Those seated “below the salt” or at the 
lower tables were the guests of lesser guests. 
Aside from the ritual use of salt by religious 
cults, we know it is important medically. The 
ancient Hebrews rubbed their new born infants 
with salt (Ezek. 16:4), although we do not know 
of any medical benefit to the infant, as the result 
of such practice. However, we now realize that 
nature protects the infant’s skin very well, so 
that bathing an infant during the first week of 
its life is discouraged, as soap and water remove 
the natural protection of oil from its body. Salt, 
or sodium chloride, occupies a unique position 
among the inorganic constituents of our food. 
Sodium chloride is the only salt we add to our 
diet, and although it exists in fairly large 
amounts in our food, we purposely add more. 
The other inorganic substances that are so im- 
portant to our very life, we take unconsciously 
in our daily diet. It is estimated that the average 
man ingests between 10 and 20 grams of salt 
daily. This amount is in excess of our body re- 
quirement, for we have learned from experimen- 
tal data, that one can remain in good condition 
when the total content of sodium chloride is re- 
duced to 1 or 2 grams daily. For the most part 
the desire for salt is limited to people and ani- 
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mals whose diet is essentially vegetable. Accounts 
of travelers repeatedly tell us, that where a 
purely animal diet is used, there is no desire for 
salt, but where a vegetable diet is used there is 
a natural craving. It has been suggested also 
that this may be related to the fact that vege- 
tables contain a large amount of potassium salts, 
and in the blood these react with the sodium 
chloride—at least it’s a theory. There is also an- 
other theory that vegetable food contains but 
little salt in soluble form as compared to animal 
food. It cannot be doubted that we use too much 
salt in our diet, and used in excess it causes a 
dropsical condition of our tissues. Conditions 
such as dropsy from heart and kidney disease, 
can be greatly helped by the reduction of salt 
intake. Even withholding milk from these pa- 
tients, since milk does contain salt, will help 
considerably. The ancient Arab realized that 
milk contained a high percentage of salt, for at 
various times it has been recorded that they 
used milk in the place of salt in making a cov- 
enant. We also know that the use of a normal 
salt solution of 0.9% sodium chloride imitates 
the normal amount of salt in our blood. 

From ancient times up to the present day salt 
has always been a valuable commodity. Wars 
have been fought over it, men have been mur- 
dered for it. Primitive and Oriental man thought 
it was a gift of the Gods, to these people salt 
and blood were in some sense synonymous in 
their uses. Salt was blood, and blood to them 
represented life. Today that product which has 
meant so much to man from time immemorial, 
is accepted and used as freely as the water 
which we drink. 








PLAN NOW TO ATTEND THE SEMIANNUAL MEETING 
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SYMPOSIUM ON THE DOCTOR IN COURT 


Continued from the April issue 


Dr. Wise: With our next speaker, we go into the 
field of Psychiatry, and certainly we have a speaker 
who should speak with authority. 

Dr. Guttmacher is a graduate of the Johns Hopkins 
Medical School. He has been Chief Medical Officer 
for the Supreme Bench since 1930. He was formerly 
psychiatric advisor to the Committee of the United 
Nations, studying causes and treatment of crime. 

He was a Gimbel Lecturer, in Stanford University, 
in 1950. He has been Chairman of the Legal Aspect 
Committee of the American Psychiatric Association 
since 1948. 

He is a member, and former Chairman, of the Forensic 


Committee, and Group for the Advancement of Psychi- 
atry, since 1947 to the present. 

He was Chief Psychiatric Consultant to the Second 
Army, and had an important position in World War II, 
in the Third Service Command, and in the Surgeon 
General’s Office. He is a member of the Joint Committee 
of the American Bar Association and American Psychi- 
atric Association, on the relation of psychiatry to law. 

With this wonderful background, he should and will 
speak with authority on his subject, which is that of 
Expert Testimony from the point of view of the Psychi- 
atrist. 


EXPERT TESTIMONY FROM THE VIEWPOINT OF PSYCHIATRY 


MANFRED S. GUTTMACHER, M.D.° 


Some of the most important of the legal phi- 
losophers stress the fact that a trial is not a 
scientific investigation. It is not a search for 
objective truth. The function of a court is social 
and political, not scientific. Its chief contribution 
is to the security of the individual and to that 
of the community. It resolves individual and 
community tensions. 

The pursuit of truth may take decades. And 
justice delayed is often justice denied. | 

I think it worthwhile to pause for a moment 
and consider in a very superficial way the history 
of trial procedure. Admittedly I do this with 
gross and inadequate strokes. 

An early method was trial by battle, of which 
the duel is a survival. Then, there was trial by 
ordeal, which had in itself an important medical 
element. Individuals had to undergo certain or- 
deals, such as walking across molten plowshares, 
or carrying a white hot iron a certain number of 
feet. Then the hand was bound up, or the feet 
were bound, and in a certain number of days 
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these wounds were inspected. If the wounds were 
healing satisfactorily, the accused was considered 
to be not guilty. If the wounds were infected and 
healing badly, he was considered guilty. God 
was not on his side. And consequently he was 
punished, and often executed. 

This was frequently the method by which 
witches were tried. A pool of water was blessed, 
and the witches were thrown in. If their garments 
were voluminous enough to keep them up so they 
floated, they were considered guilty, because the 
water had rejected them. If they sank, they were 
allowed to go down a couple of times, and then 
pulled out as innocent. 

These were the very early methods of trial. 
They were followed by trial by compurgation. 
That was a method of trial where a group of your 
neighbors would come in and swear that you were 
incapable of doing the act of which you were 
charged. If, despite the oaths of these people, it 
was found that you had committed the act, they 
suffered the same penalty that you did. So it 
was not easy to get people to come in and testify. 
However, this was a common method of trial. 
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The jury method of trial has gradually 
evolved. Originally the jury was composed of 
people who were familiar with the facts of the 
case. People living in a small area were called 
together, and they decided the case, largely on 
the basis of their own knowledge of the situation. 

Today, of course, an individual is disqualified 
if he has any personal knowledge of the situation 
of which he is the judge. 

These are not scientific methods, nor is our 
present method of trial scientific. It does the 
best that it can under the situation that exists. 
I think, however, that anyone who observes the 
trial process with an objective eye could not 
consider it a scientific process. 

This is an important thing for doctors to realize 
when they become disturbed and show great 
disquietude about the law and its vagaries. I 
think they have got to realize that the function 
of the law is to resolve individual and community 
tension, and not to arrive at scientific truth. 
Lawyers must realize, and I think few of them 
do, how alien the spirit of the ordinary trial is to 
the average doctor. He is accustomed to being 
listened to deferentially by his colleagues and 
by his patients when his opinion is sought. He 
is by nature independent—under our American 
system—he has no boss—he pursues his vocation 
and his investigations by his own methods. In 
the courtroom everything is changed. He is not 
permitted to express his findings nor his opinions 
in his own way. He is told when to speak and 
when to keep quiet. He is badgered by lawyers, 
who often try to provoke him to anger. Not 
only is the accuracy of his view questioned, but 
his motives and integrity are assailed. 

So that there is little wonder that most doctors 
are at least loath to come into a courtroom. 

As the Chairman of the Legal Aspects Com- 
mittee of the American Psychiatric Association, 
I recently sent out a questionnaire, to find out 
what the attitudes of psychiatrists were toward 
this whole problem. I found that about twenty 
per cent of the psychiatrists were unwilling to 
go into court in a criminal case, and another 
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fifteen per cent were unwilling to serve as experts 
in criminal cases except where they were em- 
ployed by the court. Eighty per cent of the 
psychiatrists found that the commonly accepted 
legal tests of responsibility were unsatisfactory. 
Less than half of them felt that they could 
accurately present their findings and opinions 
under the present methods of court procedure. 
The greatest number based this on the partisan 
role that they had to play in the trial process. 
The next largest number felt that the restrictions 
inherent in the inquisitorial method as contrasted 
to the expository method was the greatest handi- 
cap—they had to answer the questions which 
were given them by answering yes or no, rather 
than to freely express their knowledge and 
opinions. 

I do not think that anyone who has worked in 
the courts can feel that we are going to give the 
maximum degree of medical help to the courts— 
and that is what they want—by the time hon- 
ored system partisan testimony. 

One of the first cases in which I was ever 
privately employed was before the State In- 
dustrial Accident Commission. It was shortly 
after I came back to Baltimore to practice. A 
man was unloading a beer truck and had inex- 
pertly allowed a full barrel to roll down on his 
head, with rather disastrous results. I had ex- 
amined him, for one side or the other, I cannot 
remember which. I was sitting there, biding my 
time, as we so often do in the court process. 

I saw Dr. Charles Bagley in the room, and I 
went over and asked why he was there. He 
mentioned the same case that I was in. We then 
discussed it. I said to him after a few minutes, 
somewhat facetiously, ‘Since we are in such 
complete agreement we ought to toss a coin and 
see which one has to testify.”” And he said, “TI 
am afraid you are young, and still a little naive; 
by the time your lawyer gets you to stretch the 
truth as far as it can be stretched, and my 
lawyer gets through stretching the truth as far 
as he can, nobody will feel that we were in the 
slightest agreement.” 
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I thought those were bitter words and that he 
was a cynical fellow. Or perhaps he was feeling a 
bit dyspeptic. But actually since then, I have 
learned they were very wise words, and that they 
were realistic words. I think if one is going to be 
realistic, one has to accept this truth, and one 
has to view the trial as a kind of sporting contest. 
It has aspects to it that are dramatic, and it 
challenges intellectual agility. It produces some 
great thinkers and some great men. Many of 
the great leaders of our country have been 
trained by this process. However, I don’t think 
we should delude ourselves into thinking that 
this is the way that medical truth can be brought 
to the courts. 

I understand that it is generally held that there 
is a common law right for the courts to appoint 
experts to advise them. However, there are two 
States, Michigan and Illinois, where the appelate 
courts have decided that that is not permitted. 
The late Professor Wigmore, of Northwestern 
University, one of the great authorities on the 
Law of Evidence, stated that this was bad law, 
and that the courts have this inherent right. In 
most jurisdictions, particularly in criminal cases, 
this is the current practice. 

We have the well-known Briggs law in Mas- 
sachusetts, named after Dr. Vernon Briggs. It 
was passed in 1921. This law provides that 
qualified neutral examiners, selected by the Com- 
missioner of Mental Health, examine all individ- 
uals charged with a major crime, prior to trial. 
A report is filed with the court, which goes to 
both the prosecution and the defense. 

In Colorado the individual is sent to the State 
Hospital as soon as the “not guilty because of 
insanity” plea is made. He remains there for 
thirty days, and the State Hospital renders a 
report to the court. 

There are six metropolitan centers, of which 
Baltimore, I am happy to say, is one, where in a 
large number of the more important criminal 
cases, and those in which psychopathology is 
most likely to exist, individuals are examined by 
neutral psychiatrists, and a report made to the 


court. Here*“this report is also available to the 
defense and the prosecution. 

The Model Code of Evidence of the American 
Law Institute, and the Federal Rules of Criminal 
Procedure, converge towards this one point of 
bringing into the trial process the nonpartisan 
expert. 

The Model Code of Evidence of the American 
Law Institute works it out in this way: The 
parties agree on the experts who serve. If they 
cannot reach an agreement, then the matter is 
taken before the Court, and the Court picks the 
experts. These experts all have the right to ex- 
amine the individual personally. They meet to- 
gether, and frame a joint report if possible. If 
not, and if there are more than two experts, 
there is a majority report and a minority report. 
The report is then filed with the court, and it is 
available to both parties. 

Of course, these various systems do not de- 
prive either side of the right to introduce their 
own experts, if they wish to controvert the evi- 
dence of this neutral examiner. However, this is 
done rarely. It is seldom done in Baltimore in 
criminal cases, not because Dr. Boslow and I 
are such wise psychiatrists, but because the judge 
and the juries realize, as one juror put it to me 
early in my career, that we have no axe to grind. 

Juries are confused by medical testimony any- 
way, and they would rather go along with the 
contention of the neutral expert than with the 
contention of the partisan expert. 

Experience shows that wherever you have 
these groups of nonpartisan experts, it is going 
to be hardly worthwhile to oppose them, even 
though the legal right to do so exists. 

In Continental Courts, they do not have parti- 
san experts. Recently I read a report of a psy- 
chiatrist at Yale who was making a study of 
Continental Court procedures. The men who do 
psychiatric testifying in the Continental Courts 
are held in the highest regard. They are leaders 
of their profession, and they are not subjected 
to the type of treatment that so often is meted 
out to the expert in our trial process. 
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Perhaps we ought to be tough and not mind 
such things. As a matter of fact, I have gotten 
tough, and I don’t mind it very much, but for 
those of you who are not used to it, it is some- 
times a pretty humiliating procedure. 

An American Bar Association Committee has 
advocated, as Dr. Wolff did earlier this evening, 
that the remuneration of these court appointed 
experts should come out of court costs. 

The next thing we would like to see, would be 
doing away with the hypothetical question. 

Professor Wigmore says that the hypothetical 
question is one of the few truly scientific features 
of the rules of evidence. But in practice the logic 
breaks down, and he admits that the hypo- 
thetical question ‘‘misused by the clumsy, and 
abused by the clever, has in practice led to in- 
tolerable obstruction of the truth.” Dr. William 
A. White called it a “monstrosity.” 

Much has been written about the hypothetical 
question, and it makes very interesting reading. 
I remember one article detailing a case where a 
man was to assume the truth of all the evidence, 
one witness having stated the defendant weighed 
one hundred pounds, another one had said one 
hundred and twenty pounds, while still a third 
gave the weight as one hundred and seventy-five. 
Remember, you have to assume all those things 
to be true in order to arrive at a just conclusion. 
And that is very difficult. 

Both the Uniform Expert Testimony Act and 
the Model Code of Evidence of the American 
Law Institute advocate an expression by the 
expert of his opinion and then for him to tell on 
what it is based. Under such a system the expert 
would not be hampered by the presiding judge, 
nor bothered by the opposing counsel, but be 
allowed freely to express his opinion, and then 
to explain fully on what he had based his opinion. 
After that he could be cross-examined. 

Today there are many judges—and I must say 
that many of the members of the Supreme Bench 
certainly are among them—who will permit an 
expert a great deal of freedom in expressing 
himself. 
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I was unfortunate enough to be in a trial in 
Virginia not so very long ago where no such 
freedom was permitted. The latitude varies 
greatly from one community to another. Those 
who have had little court experience have the 
misconception that law is a rigid discipline. Func- 
tionally, it is remarkably elastic. The hypo- 
thetical question need scarcely ever to be em- 
ployed if the expert is permitted to give his 
opinion and to state fully the data on which this 
opinion is based. 

Then there is a third point. I think there 
should be modernization of the legal definitions 
of certain mental conditions. Most of these defini- 
tions date back a century or more, a period when 
faculty psychology and the cult of phrenology 
were dominant. Intellect and reason were sup- 
posed to be discrete, They were in an airtight 
compartment, separate from emotion and will. 
This, of course, we know now to be nonsense. 

These old legal rules, these old legal definitions, 
are not sacrosanct. I think there are many doc- 
tors, and many lawyers, and even some judges 
who feel that they are sacrosanct. 

The law is subject to change, and the law is, 
theoretically, at least, supposed to keep pace 


‘with scientific progress. Only this last month, 


Justice Biggs, in an appeal to the Third Judicial 
Circuit of the United States Courts wrote an 
opinion which blasted the McNaughten rule 
with respect to criminal responsibility much 
more effectively than any psychiatrist I ever 
heard of blast these rules. 

So that, it does not mean that these things 
are mummified and are to stay for all time. 
They are subject to change. 

The McNaughten rule came down to us from 
a famous trial in 1843. And the burden of it is 
that if the individual knows right from wrong 
and realizes the nature and consequences of his 
act, he is a responsible agent. 

There has been a great deal of debate on 
whether right or wrong is moral right or legal 
right. Justice Cardozo in the Schmidt case held 
that it was moral right. There are certain psy- 
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chiatrists who have refused to answer these ques- 
tions. Dr. Philip Roche of Philadelphia, and Dr. 
Gregory Zilboorg of New York, say that these 
are for theologians, that they are problems in 
ethics, and hence should be answered by the 
clergy and not by psychiatrists. 

Then, of course, there is also the question of 
delusion, that enters into the McNaughten rule. 
If a man acts on the basis of insane delusion, he 
is exculpated only if he had been justified in his 
actions, had the delusive belief been real. 

For instance, a man turns around and stabs 
somebody, because he had the delusion that this 
man was after him and had a knife at his back. 
In this case he would not be considered a re- 
sponsible agent. 

Isaac Ray, the most prominent legal psychia- 
trist of his time, made a very illuminating com- 
ment on this seventy-five years ago. He said, 
“‘A lunatic will not be held responsible for his 
act provided only that he acts with reason and 
propriety.” 

Then there was a famous case, the Burton 
case, in 1863, in England. Burton was an eighteen 
year old schizophrenic who killed a lad because 
he wanted to be hanged, and he felt if he killed 


this perfectly innocent boy, that was one sure: 


way to be hanged. Justice Wightman pointed 
out with fine legal reasoning that this clearly 
proved that Burton was responsible, since he 
clearly recognized that he would be punished, 
otherwise he would not have committed the act. 
When the death sentence was passed, Burton 
thanked the court very deferentially. Dr. Henry 
Maudsley, the leader of English psychiatry in 
that day, observed, ‘“‘he was in due course exe- 
cuted; the terrible example having been thought 
necessary in order to deter others out of doing 
murder, out of a morbid design to indulge in the 
gratification of being hanged.” 

I think it is important for us physicians to 
realize that the law is not attempting to diagnose 
psychoses when it deals with the question of 
criminal responsibility. The law merely attempts 


to pick out and to isolate certain offenders who 
are non-deterrable and whose execution will have 
little or no value in deterring other individuals. 
The crucial issue is whether the McNaughten 
rule really picks out these individuals. I feel 
that psychiatrists in general think it does not 
do so efficiently. 

I think that the widest acceptance would 
probably be found among psychiatrists if a rule 
were framed with these points in mind: First, 
that the individual is a well recognized mental 
disorder; second, that it had manifested itself 
by significantly distorting the individual’s social 
judgment, and/or three, had seriously interfered 
with the exercise of customary social control. 

I feel that some attempt should be made to 
frame a definition that would satisfy psy- 
chiatrists rather than to continue to talk in 
terms of right and wrong, concepts which are 
extremely difficult to handle. 

So far as the Maryland law is concerned, I 
should suggest the changes which I have dis- 
cussed which I think are largely procedural 
reforms, particularly the use of nonpartisan ex- 
perts. These should be applied not only in crimi- 
nal trials, but in civil trials as far as possible. I 
think a panel of fully qualified experts should be 
nominated by the Medical Society, from which 
the lawyers and judges could choose, perhaps in 
rotation. In addition to this, efforts should be 
made to do away with the hypothetical question 
and to modernize legal concepts on insanity. 

My time is growing short, and I merely want 
to make two more points. 

I think one of the things that should be 
changed in the Maryland law is the fact that 
people who are found not guilty of a crime be- 
cause of insanity and who have apparently re- 
covered by the time of trial cannot be held. In 
other words, if a man committed a murder six 
months ago and at that time was insane, and he 
is subsequently caught and brought to trial, and 
in the meantime has apparently recovered, he is 
no longer able to be legally held in either a penal 
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or mental institution. He goes free in the com- 
munity. 

Maryland is one of the few states where such 
a situation exists. I think there are only eight. 
In most states the accused automatically is held 
after trial, when he has been found not guilty 
by reason of insanity. In one state he must 
remain in a mental hospital for one year, and in 
another state for two years. These statutes have 
been upheld by the appellate courts. I think 
that our Maryland system makes a travesty of 
the legal plea of insanity, when an individual 
can be relieved of the responsibility of crime 
because of mental disease, and a few months 
later can be considered entirely well and per- 
mitted to be at large. 

It is the first duty of the law to give protection 
to citizens and to protect the community. And 
it seems to me that any one who has been suf- 
ficiently disturbed or disordered to have com- 
mitted a crime and not be considered responsible 
for it, should be in a hospital for a prolonged 
period of observation, so that the community can 
be certain that there will not be a recurrence of 
this condition. 

Now my last point. Maryland is one of the 
states that has no privileged communication 
status for physicians. This is a subject about 
which some of my colleagues get very much 
upset. I personally cannot become so upset about 
it. Of course, in the majority of states the phy- 
sician has a privileged status. Recently some of 
the legal writers have been in favor of abolishing 
privileged communications altogether medically. 

It has been brought into disrepute largely 
through personal injury cases. A man in a state 
that has such a statute will go to a doctor after 
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an accident for first aid and the doctor will find 
comparatively little injury. As ‘the injured man 
sees more doctors and sees more lawyers, and 
talks to more friends, a case is made out. And 
naturally, his lawyers don’t want the first doctor 
in court, because it is obvious that his testimony 
would not be particularly helpful. He is there- 
upon told that he does not have to come into 
Court, in fact his patient does not want him to 
come into Court, claiming that the contact with 
the physician was privileged. 

I certainly know very little about the law, but 
I think it would be possible to have a law passed 
granting privileged status for physicians except 
in personal injury cases. I believe such a law 
could be written and passed. 


Dr. Wise: As I stated earlier, I am more and more 
convinced that we are really accomplishing something. 
We have heard various phases of this expert testimony 
subject discussed, and we will now have the judicial 
attitude about it. The next paper will be by W. Conwell 
Smith, Chief Judge of the Supreme Bench of Baltimore 
City. Judge Smith was admitted to the Bar in 1908. 
He began practice shortly thereafter, being associated 
with prominent firms here, and then went in World 
War I as a private, rapidly rising to become an officer, 
and served as airplane pilot with the Corps d’armee up 
to 1919, when he resumed his law practice in Baltimore, 
until elected to the Bench. He has been vice-president 
of the Bar Association of Baltimore City, and president 
of the Bar Association of Baltimore City. He was elected 
to be Associate Judge of the Supreme Bench of Baltimore 
City in 1938. He served there until September 1, 1944, 
when he resigned to accept the appointment of Chief 
Judge. He served until the general election of 1946, at 
which time he was elected to the Chief Judgeship of 
Baltimore City. To be Chief Judge of the Supreme Bench 
of Baltimore City, with the high standards of our Bench 
that I referred to earlier, is a real honor. 
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EXPERT TESTIMONY FROM THE VIEWPOINT OF THE JURIST 


HONORABLE W. CONWELL SMITH’ 


Baltimore is both a great center of Medical 
learning and research, and likewise a City whose 
Doctors of Medicine are equal in knowledge and 
skill to those to be found anywhere in the world. 
It is, therefore, a real pleasure for me to have the 
opportunity to serve on a joint panel of doctors 
and men of my own profession—the law. 

We have frequent occasion to employ the 
services of our Medical Officer, Dr. Manfred 
Guttmacher, in criminal cases; to give opinion 
as to mental responsibility of offenders in doubt- 
ful cases, and also to diagnose the mental and 
physical condition of offenders, and recommend 
treatment or disposition. We hopefully employ 
blood tests to exclude paternity in bastardy 
cases. Our procedural rules in civil cases provide 
for the opportunity to make mental or physical 
examinations of persons whose mental or physical 
condition is the subject of controversy, in ad- 
vance of the trial—and for the production of 
medical evidence at the trial, unless there is by 
that time agreement on the condition. Without 
the scientific knowledge of medical men many 
obscure injuries and maladies would go unrecog- 
nized and uncompensated, while many other 
pretended sufferings would be undeservedly re- 
warded. 

The standard of medical evidence given in the 
courts is not always high, and there is among 
lawyers some distrust of medical evidence, while 
there is on the part of reputable doctors a distrust 
of courts and juries, and a reluctance to appear 
as a witness. Why? This distrust of courts may 
well be illustrated by the practice in vogue in the 
hospitals until a year or two since, of sending to 
court the hospital record in the custody of a girl 
from the hospital library, whose presence was 
not necessary to identify it, and who remained 
in the court room until the record might be given 
back to her, and so returned to the hospital. 
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Hospital records are now summoned through the 
Police Department, are receipted for to the hos- 
pital by the Police, delivered to the Clerk of the 
Supreme Bench, receipted for by him, used in the 
court where required and thereafter returned 
through the same channels to the hospital. Mean- 
time, the librarian remains in the hospital in- 
stead of wasting her time sitting around the court 
room. And the ease with which the production 
of these records may be obtained dispenses with 
the necessity of requiring the attendance and 
testimony of members of the hospital staff in 
many cases. 

Before I mention the reasons which make 
reputable doctors shun the courts, let me suggest 
that lawyers have not too high regard for opinion 
evidence—summéd up in the statement that 
there are “liars, damn liars, and experts.” The 
reasons which underlie this distrust are: 

First—The lack of any certain standard for 
the witness to measure up to—the standard may 
be met by any quack, and any quack may testify. 

Second—The fee paid often influences the 
opinion expressed—that is to say, bias is clearly 
apparent. 

Third—The production of opinion evidence 
results in the needless prolongation of trials, 
without producing a more satisfactory result. 

Fourth—The opinions expressed are fre- 
quently so contrary to common sense and com- 
mon experience as to provoke the suspicion that 
they are dishonest. 

Fifth—Expert testimony is a purchasable 
quantity—available to the highest bidder. 

Now the doctors, on their part, have reason to 
feel some dissatisfaction with their infrequent 
court appearances. On the day and hour on which 
they have planned to testify, the case has been 
postponed, for some reason—and is finally 
reached on an awkward day, at an awkward 
time. Then he is treated with scant respect by 
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the cross examiner, only to find that on some 
points it is difficult to demonstrate the falsity of 
conflicting claims. Sometimes the jury’s verdict 
is unsatisfactory—at best it is uncertain. Some- 
times his evidence is not accepted, not fully 
believed, although well informed, and thoroughly 
honest, and this is distasteful. Particularly when 
when the evidence in opposition is merely crafty 
and dishonest. 

Both doctors and lawyers are in agreement that 
it is deplorable to have dishonest testimony suc- 
ceed, and go unrebuked and unpunished. But 
they are not in agreement as to the solution. 
They approach it from different view points. 

The doctors say the solution lies in excluding 
the quacks from the witness stand. Let the Court 
call in a reputable trustworthy expert, tax the 
cost equally against the parties—and let his 
answer furnish the solution to the controversy. 
You will attain a more satisfactory, a more de- 
sirable result. I served some fifteen years ago on 
a Bar Association Committee in conjunction with 
a committee of the Medical Faculty. The Com- 
mittee of Doctors furnished a panel of experts in 
all branches of medicine, subject to call, willing to 
give their services at the call of the court to pro- 
mote the ends of justice. But they had few if any 
calls; while the quacks continued their practice 
and their practices. 

The difficulty with-this solution is that under 
existing conceptions of fair hearing and trial, the 
production of any competent evidence on either 
side, including opinion evidence, cannot be pre- 
vented altogether. In rare.cases, the court may 
call in an impartial expert, but only by consent, 
and consent also must be had to abandon the 
right to call evidence in opposition. 

A court trial is not a mere inquiry to determine 
the truth or falsity of conflicting claims. It is an 
adversary proceeding in which the written, and 
sometimes sworn statements and counter-state- 
ments of the parties are climaxed by a hearing 
before the Court and jury—where the parties, 
and the witnesses, and counsel appear in person 
to be heard by both evidence and argument and 


the case decided. The fairness of the hearing 
forbids that any evidence be excluded, except for 
good reason, even opinion evidence, where there 
is proven qualification to express opinion. So the 
undesirable testimony can not be rejected. It 
must be overcome by other proof. 

While medical men are eager to make use of 
the new drugs and the latest techniques, the men 
of law are slow to adopt new things. They tend 
to follow old precedents. This is particularly true 
of the courts. But while following the old pro- 
cedures it is still possible to improve the result. 
One most important method is by selection, to 
improve the quality of the jury. A more intelli- 
gent jury is much more apt to accept well 
informed and honest medical opinion and to 
reject false claims. We have been able to enlarge 
and improve our jury lists in the last several 
years; the qualification of women for jury duty 
in itself has doubled the number of eligible per- 
sons. 

Mental or physical examinations in advance of 
the trial, where the parties avail themselves of 
this privilege, prevent surprise at the hearing. 
The power of the Court to regulate and control 
these inquiries will usually prevent surprise—the 
opinions to be expressed by expert witnesses be- 
fore the jury are often known in advance, so that 
they may be controverted. This has a strong 
tendency to repress the expression of palpably 
false opinion evidence and to prevent its accept- 
ance by the jury. 

Lastly, the Judge who presides at the trial has 
great power. I should perhaps express it this way, 
—he has a great reservoir of power, which he may 
legitimately and properly exercise to control 
counsel, the parties and their witnesses. This 
power is not always exercised—not called upon— 
because in most cases, there is no occasion for its 
exercise. The judge must not only be impartial, 
but appear to be impartial—he must not take 


sides. But he may inject his influence into the 


trial when needed—on the side of truth and 
justice. And should any miscarriage of justice 
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occur, he has the uncontrolled power to set aside 
the verdict, and grant a new trial. 

A combination—or perhaps a compromise— 
of the medical and legal means for overcoming 
improper medical expert testimony is the Minne- 
sota plan. That plan contemplates that judges, 
lawyers and doctors will be asked to call to the 
attention of appropriate committees of the med- 
ical and bar associations any conscious deviations 
from the truth that they may observe in the 
testimony of expert witnesses, and that the tran- 
script of testimony will be submitted to an im- 
partial group of doctors. The effort here is to 
hold the offender up to shame and ridicule in his 
own profession. It has had a fair degree of success 
in preventing a repetition of the offense. But it 
has the fault of failing to catch the culprit until 
his conduct becomes notorious. 

My own opinion leans to the fuller exercise of 
the means that are now available to hold the 
offender up to scorn then and there, when the 
offense occurs—to prevention, rather than cure. 

When I sat in the Common Pleas a few years 
ago, I heard two or three suits against the transit 
company, with the same lawyer for the plaintiff, 
same type of accident, and the same doctor, 
treating the same complaint. In each case, the 
plaintiff, while alighting from a car, was thrown 
off by a premature start and suffered a back in- 
jury. The doctor found a sacro-iliac injury and 
prescribed heat treatments. All the accidents 
were unreported. The cases tried before me re- 
sulted in verdicts for the defendant. I was told 
by the attorney for the transit company that the 
same lawyer had filed twenty-six such cases, all 
of which followed the same pattern, and all tried 
to that date resulted in verdicts for the company. 

The doctor testified in each case as to the back 
injury, the prescribed heat treatments, and event- 
ual recovery. But after cross examination, no- 
body believed him. 

A great many years ago I was defending cases 
for the Yellow Cab Company. I appeared in a 
case before Judge Henry Duffy in which both the 
cab company and the United Railways were 


being sued. A street corner collision between a 
taxicab and a street car had knocked the car off 
the track and caused it to run down the street 
into a parked automobile in which the plaintiff 
sat. He was only slightly injured but could not 
resist the temptation to make his injury appear 
more serious. He produced a doctor who testified 
that his patient had a gash in his head an inch 
and a half deep—‘‘Without reaching the skull?” 
asked Judge Duffy, and turned his head aside in 
distaste. 

It happened to be the last day of service for 
that particular jury, so when I addressed them I 
said something like this: “Gentlemen, in the 
course of your service here, I dare say you have 
had occasion to hear a good many injury cases, 
and have heard some exaggerated claims of 
injury. Now, if you disapprove that kind of thing 
and want to put a stop to it, bring in a verdict 
here in favor of the defendants.” That appeal to 
the jury won unanimous approval in very short 
order—and the jury’s expression of approval 
was somewhat vehement, even boisterous—but 
Judge Duffy made no effort to subdue it. 

The power of the court to set aside a verdict 
because of the amount of damages is much more 
frequently exercised on high verdicts rather than 
low ones. New trials are seldom granted because 
of inadequate damages. And verdicts in small 
cases are more apt to stand than verdicts in big 
cases. On the average I would say that plaintiffs 
in injury cases receive less than they ought to get. 
Cases in which the verdict is lower than the set- 
tlement offered are not at all uncommon. 

There are still, and probably always will be 
areas in which there is room for wide but honest 
difference of opinion. And in nervous and mental 
disease these areas are broader than in the med- 
ical field. (The story of the two psychiatrists has 
taken the place of the story about the two Irish- 
men.) In these areas simulated injury or suffering 
are difficult to detect; but on the other hand they 
are likewise difficult to demonstrate convincingly 
when they do in fact exist. 

Flagrant abuses in medical evidence have been 





ra 
sn 
fo 


mM 
av 


th 


Fe 
Ju 


th 
th 
te: 
co 


be 
ha 


Het eR & 


an 


— 


9? 


r 


“<= “<< OQ 





W. Conwell Smith 291 


rare, in my experience—and more apt to occur in 
small rather than large cases. I believe we are 
fortunate, in that jury verdicts have been con- 
servative rather than extravagant in the assess- 
ment of damages. We are also fortunate to have 
available, at need, abundant medical knowledge 


and skill to call upon. Any plan for the elevation 
of the standard of medical evidence in the trial 
of cases, which may be accomplished within the 
rules of evidence, will have the sympathetic 


consideration of the courts. 


QUESTION AND ANSWER PERIOD 


Dr. Wise: I hope you don’t think that the 
presentation of the five papers ends the meeting. 
The question and answer period is now coming 
up. We ought to develop some very interesting 
discussion in this period. 

While the panel is arranging itself by the 
microphones, I am going to ask if Mr. Waters 
and Mr. Serio will constitute themselves ushers, 
or whatever we may call them, to pick up any 
written questions. There are little pads of note 
paper on your program, and a pencil in your 
neighborhood, no doubt. There is no objection 
to rising and addressing your question to the 
member of the panel of your choice. But the 
written questions are more easily handled, as 
there are no microphones in the audience and we 
can state them more clearly perhaps if you write 
them. 

If anyone has any questions, hold them up, and 
the usher will bring them to the chairman. 

I have some questions already presented and 
I am going to start in the order of rank, asking 
Judge Smith to answer the first one. 

Q. In your opinion, would it be advisable for 
the Rules of Evidence to be amended to permit 
the court to call independent medical experts to 
testify on behalf of the court in cases involving 
controverted medical issues? 

That has been spoken of a good deal, and you 
spoke of it also, and you might like to answer 
that. 

JupceE Smiru: My answer is yes, but it should 
be a state-wide law. I think the Attorney General 
has ruled that any law on the subject of costs 


must be state-wide, and it should be left to the 
discretion of the court, but not be compulsory 
and merely at the request of one party. 

Q. Dr. Wise: I have a question for Dr. Eaton. 
Is it a good thing to be known as a doctor who 
frequently testifies in court? 

Dr. Eaton: Generally speaking, I believe it is 
not a good thing to be known as a doctor who is 
always in court. On the other hand, it is a per- 
fectly legitimate way to become known in the 
community, and if the doctor conducts himself 
according to our standard of ethics, he is render- 
ing a distinct service to the community in doing 
this type of work. 

Q. Dr. Wise: I have a question for Dr. Wolff. 
Would counsel for either side under this proposed 
plan be able to contact the expert medical witness 
while reviewing the evidence before him? 

Dr. Woxrr: Medical evidence reviewed by 
expert witnesses may take place under a great 
variety of conditions. It does seem to me in the 
process of their investigations they may be re- 
quired to do special examinations. They may be 
required to spend considerable time in their own 
studies, working up the conclusions to which they 
are about to arrive. And in the process of study- 
ing and arriving at these conclusions, it should be 
most important that no interested person be able 
to contact these expert witnesses; that lawyers 
for either one side or the other should be inter- 
dicted from so doing either by telephone or 


through any other means, and that any attempt - 


whatever to influence the opinions of such ex- 
perts while they are attempting to make up their 
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minds about the subject at issue would be re- 
garded as the same sort of offense as tampering 
with the jury. 

Q. Dr. Wise: I have a question which is 
directed to Dr. Guttmacher. What do you think 
should be the test of criminal insanity? 

Dr. GUTTMACHER: I cannot presume to phrase 
the test in legal language. I think that every 
person to be irresponsible criminally should be 
suffering from a well recognized mental disease, 
and that it should be shown that this disease has 
affected his judgment and his social behavior, 
as well as his self control. 

Now, the New Hampshire test, which has been 
in existence since 1869, is in large measure that 
test. New Hampshire is the only place that has 
such a test. There are thirty states that have the 
knowledge of right and wrong concept as the 
sole test, and there are seventeen additional 
states which have the irresistible impulse. I 
think it is a simpler thing to define responsibility 
somewhat on the order of the New Hampshire 
rule. I think it would be safe to conclude that the 
offender meeting this test would not be a deter- 
rable individual and that his punishment would 
not act as a particularly salutory influence on 
him or on the community in general. 

Q. Dr. WIsE: Now, I have a question from the 
floor. (Addressing the panel) If you get nearer to 
the microphones, the people in the back seats can 
hear you. There is no objection to your remaining 
seated if you so desire, and you will not be con- 
sidered impolite. The question is for Mr. Cough- 
lan. Is it or is it not possible from a practical 
standpoint for the doctors to formulate a method 
by which the percentage of disability can be 
computed? 

Mr. Covcutan: I would think that such a 
method could be developed. I make that state- 
ment for the reason that in eye cases there are 
charts, and in many ear cases charts to determine 
the question of deafness. There are methods for 
doing that. It would seem to me that the doctors 
who are familiar with industrial accidents could 


arrive at some basis so that there would not be 
such a wide divergence of view. 

Q. Dr. Wise: I have another question for 
Judge Smith. In proceedings before the Indus- 
trial Accident Commission, do you believe it 
would improve the administration of the law to 
provide a medical board of medical examiners 
to testify on behalf of the Commission in cases 
involving controverted medical issues in cases 
of traumatic injury? 

JupceE Situ: Yes, I understood Dr. Wolff to 
say that there is such a board. 

Q. Dr. Wise: That is for industrial diseases, 
the Industrial Accident Commission has a doctor 
who acts as a sort of referee? 

JupcE Situ: Yes. The Accident Commission 
has always had a physician. At least, it did in my 
days, but it has been a long time since I have 
been in contact with the Accident Commission. 

Dr. Wo trFF: May I take that over? 

Jupce Situ: I would be glad if you would. 

Dr. WotrrF: Judge Smith, the way the situa- 
tion is at present in our relationship with the 
State Industrial Accident Commission, of which 
our Board is an advisory branch, if the State 
Industrial Accident Commission finds the med- 
ical expert on the subject at issue, it requests a 
hearing on the part of the Medical Board for 
Occupational Diseases. We then order such a 
hearing, express our opinion, and report to the 
Commission accordingly. 

Q. JupcE SmitH: Well, does the Commission 
have its own physician? 

Dr. Wotrr: Yes, it has, although it has no 
physician now. 

Dr. WIsE: Yes, it is vacant right now, but 
temporarily filled. 

Dr. Wotrr: We once had Dr. Robert Bay. He 
has been dead for some years. But we still have 
a physician. 

Q. JupGcE SmitTH: Don’t they call on him to 
inquire into and testify in cases where there is a 
dispute? 

Dr. Wotrr: I cannot answer that question of 
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my own knowledge. I assume that they do. But 
I know this much, as I said before, that when 
there is a distinct occupational disease angle to 
it, the matter is turned over to the Medical Board 
for Occupational Diseases, and we express our 
opinion on the testimony. That is the way it is 
done. 

Mr. CoucHtian: Dr. Wise, in answer to Judge 
Smith’s question, the Commission does have a 
doctor to whom such cases are referred. The 
Commission’s doctor makes the examination and 
files a report with the Commission, but this 
report may not be used in evidence should there 
be an appeal. The practice is for the Commission 
to send a copy of the doctor’s report, who makes 
the examination on their behalf, to each side and 
to notify each side that this report will be con- 
sidered unless objection is made to it within a 
certain period of time. On appeal, either side 
may summons the doctor who made this exam- 
ination for the purpose of having him testify, 
but the report is not admissible in evidence on 
appeal. 

Dr. WIsE: We are glad to have it clarified, Mr. 
Coughlan. There is a question that is not desig- 
nated to anyone on the panel. I would like to 
refer it to Dr. Guttmacher, or I could answer it 
myself. 

Q. The Bar Association has an appropriate 
committee to police the actions of its members. 
Does the Medical Association have a similar 
setup? 

Dr. WIsE: Well, the State Society does have 
the machinery, but I must say, and I regret to 
say it, that it has never been enforced as much as 
it should have been. 

There is also, in addition to the machinery of 
the Society, the State Board of Medical Exam- 
iners, which has control of the actions of its 
members. 

There is a serious effort being made now, 
through several channels, to discipline our mem- 
bers a little more than has been done and I hope 
a good deal more than has been done. 


Dr. Wise: I have a question for Dr. Wolff. 

Q. Would not your so-called medical experts 
appointed by the court replace judge and jury? 
Who would decide who is a medical expert? That 
is question B. It is divided into two parts. The 
first part I read was A, and the second part was B. 

Dr. Wo rr: The medical expert would not 
replace the judge and jury. The medical experts 
would reach conclusions after proper study and 
investigation of the facts, and announce its con- 
clusion to the properly constituted authorities. 
The expert would then be under the necessity of 
being cross-questioned by opposing counsel, at 
the end of which time, if it were a jury trial, the 
jury would then take the case and make the 
ultimate decision, using the best information 
that it had. It would operate in that manner. 

The second question was, Who would decide 
who is the medical expert. It would appear to me 
that something along this line might be worked 
out, that the Medical Society, the Baltimore City 
Medical, and the Medical and Chirurgical 
Faculty of Maryland could appoint a group of 
men to make a study of this particular problem. 
This group could then issue the names of those 
who were known to be properly qualified as 
experts, citing the particular line in which each 
person was known to be an expert. That would 
constitute a Panel of Experts. And that panel 
would be changed sufficiently often so that serv- 
ice on the panel would not become an undue 
burden to the individuals placed on this panel. 

Q. What do you mean, the lawyer should 
guarantee the fee? 

Dr. Eaton: I meant just what I said. 

Some of us have found it very suitable, when 
we are contacted by a lawyer to examine his 
client and render an opinion and be ready to 
testify in court, to say, who is going to pay for it? 
When he does not know what we mean, and he 
says, “I am on a contingent basis, I may not win 
this case,” we say, “We are not interested in 
being included on a contingent basis.” And the 
inference is if that lawyer thinks he has a good 
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enough case, he will gamble the expenses of the 
doctor’s fee in the matter. 

Q. M>. Wiritiam D. MacmiLian: Do you 
suggest that the doctors should share in the 
contingent fee? 

Dr. Eaton: He should not. 

Q. Mr. Macmittan: Do you think the doc- 
tors should indulge in that practice? 

Dr. Eaton: I have no opinion on that. 

Dr. GutrMacuER: I think there was a case in 
court in which the doctor was frowned upon act- 
ing in a case on a contingent basis. 

Q. Mr. SAMUEL H. FELDSTEIN: May I ask, is 
it unethical for the doctor to advance costs on 
behalf of a client? 

Dr. Eaton: Why should it be? 

Mr. FELDSTEIN: Well it is. Judge Smith will 
tell you that. 

Jupce Situ: Well, it is from the lawyer’s 
standpoint, but from the doctor’s standpoint, I 
can understand it. 

Dr. Wise: This question is not designated. 

Q. Could it be possible to settle the medical 
aspects of the legal question in the doctor’s 
office with two doctors and two lawyers present? 

I think Judge Smith should answer that. 

JupcE SmirH: There are many cases in which 
the parties may agree to submit the troublesome 
medical questions to an impartial doctor. That 
has not been altogether infrequent. And where 
there is agreement, the court selects the doctor, 
and he is allowed to testify in the case. Of 
course, under our rules, if they don’t agree, if that 
doctor decided against them, they want to call 
another doctor to contradict him. You could 
expect two doctors to agree. But if you bring in 
two lawyers, you know there would be no agree- 
ment. 

Q. Dr. Wise: Dr. Guttmacher, here is a ques- 
tion. How adequate, from a psychiatric point of 
view, are the rules governing responsibility laid 
down in the Spencer case? 

Dr. GuTrMacHER: I think we have pretty well 
answered that. The Spencer case was in 1888, 
and it follows the McNaughten case very closely. 


Spencer finally committed suicide. Although he 
had been found responsible by the court, I think 
it is perfectly clear that poor Spencer was pretty 
sick; law founded upon his case is hardly very 
sound law. 

Q. Dr. Wise: I have another one which is 
rather long. And it is as follows. Lawyers find it 
well nigh impossible to obtain medical testimony 
in suits against other doctors for gross negligence 
or malpractice. What does the medical panel 
think of the medical ethics wherein doctors pro- 
tect each other in this manner rather than being 
eager to testify against other doctors for such 
malpractice? 

Mr. MAcMILLAN: Question objected to. 
(Laughter) 

Dr. WIsE: Objection sustained. (Laughter) 

Mr. Macmittan: That is getting right on our 
toes. 

Dr. WIsE: I might say in that regard that any 
suit or threatened suit is discussed by the Coun- 
cil of the Medical and Chirurgical Faculty, and 
doctors that the Council thinks guilty of mal- 
practice are not protected, certainly in the sense 
described here. I think that is an unjust accu- 
sation. 

Q. What are the recognized methods of defi- 
nitely determining whether or not a patient has 
a ruptured disc? 

Dr. Wise: That is a medical question, and I 
don’t think Dr. Eaton wants to go into medical 
diagnosis here. I think that is definitely a medi- 
cal question and it is out. 

Q. How can doctors maintain that they are 
able to state an industrial disability percentage 
when most have not any follow-up study ex- 
perience? 

Dr. Eaton: I think that there are so many 
disability evaluations that if a doctor peruses 
even a small proportion, he will end up by being 
confused. That was my own experience when I 
started in practice, I can tell that some of my 
elder and wise colleagues have told the court and 
testified that their opinion as to the man’s dis- 
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ability is on the reduction of that man’s earning 
power. 

Now, Mr. Coughlan brought up the question 
that you could examine an eye or ear, and group 
it into percentages, but could you do it with any 
other part of the body? There is no question but 
what the eye and ear are most susceptible to such 
grouping, but head injuries, abdominal injuries 
and spine injuries are so unsusceptible to such 
grouping that it would be out of the question. 
The expert witness is bound to give his estimate, 
his opinion on how much a man’s earning power 
is cut down. I don’t believe there is any formula 
that can be worked out to a better advantage. 

Dr. Wise: I have other questions here, but the 
answers to them have been covered, I think, in 
the main papers and in the discussion. It is now 
nearly 10: 30, and unless there is something else— 
would you like to ask a question? 

Q. Mr. Amos I. Meyers: Judge Smith, as a 
trial lawyer interested in the evaluation of dis- 
ability, I know that most of the trial lawyers on 
both sides of the fence have difficulty when they 
find doctors going into the realms of evaluating 
industrial disability. Don’t you think they ought 
to limit themselves to anatomical and surgical 
disability, and to leave it to the layman to inter- 
pret, as they do in the State Industrial Accident 
Commission, and limit the doctors to stating the 


anatomical or surgical disability? The Commis- 
sion under the Workmen’s Compensation Law 
interprets that in loss of earning or loss of indus- 
trial use. 

In other words, I think that the average doc- 
tor, while he does read books, we assume, does 
not have a follow-up study of any particular type 
of injury related to a particular type of occupa- 
tion. For that reason, we trial attorneys fre- 
quently, both for the insurance carrier and for 
the claimant or the plaintiff in a case, feel that 
the doctors go a little too far frequently in trying 
to interpret industrial loss of use instead of 
limiting themselves to their surgical experience. 

Dr. Wise: I take that as a discussion and not 
a question. 

Mr. MEvers: It is a question that I asked. 

Dr. WIsE: To whom is it directed? 

Mr. Meyers: To Dr. Eaton. I was posing that 
question to him, because Dr. Eaton had answered 
the other one. 

Mr. MaAcmittan: That is a good illustration 
of a hypothetical question. I took a half day on 
one of them. 

Dr. Wise: I think the Chair would like to rule 
that as being a discussion. If there is no further 
discussion, I move that we call the meeting 
adjourned. 


ABSCESS OF THE LUNG DUE TO ENDAMOEBA 
HISTOLYTICA TREATED BY SURGERY 
AND AUREOMYCIN* 


MILTON GINSBERG, M.D. anp JOSEPH M. MILLER, M.D.7 


In a comprehensive review of the pleuropul- 
monary complications of. amoebiasis, Ochsner 


* Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and conclusions published by the authors are the result 
of their own study and do not necessarily reflect the opinion 
or policy of the Veterans Administration. 

+ Veterans Administration, Fort Howard, Maryland. 


and DeBakey' reported that the great majority 
of instances of pulmonary involvement are sec- 
ondary to hepatic disease. An abscess forms in 
the liver and ruptures through the diaphragm. 
Of a total of 168 cases of pleuropulmonary. 
amoebiasis, only 22 patients with a pulmonary 
abscess did not have hepatic amoebiasis. One 
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instance was supposed primary in the lung while 
the other 21 were due to embolism from the 
colon. The amoeba gain entrance to the portal 
vein from the colon, pass through the hepatic 
veins to the inferior vena cava and then go on 
to the lung. A second route is through the hemor- 
rhoidal veins directly to the inferior vena cava 
and then to the lung. Ochsner and DeBakey 
also suggest that the amoeba may enter the 








Fic. 1. Roentgenogram of the thorax showing lesion in 
right lower lung field. 


thoracic duct, be carried to the left subclavian 
vein and then on to the lung. 

Abscess of the lung due to Endamoeba his- 
tolytica simulates common lesions of the lung. 
Profuse purulent expectoration, occasionally 
hemorrhagic; respiratory distress and intermit- 
tent elevation of temperature are present. The 
signs are those of bronchopneumonic consolida- 
tion and later of abscess. Endamoeba histolytica 
is usually not found in the sputum. The roent- 
genogram of the lung does not offer aid in diag- 
nosis. 

Establishment of the diagnosis is difficult. In 


the present instance it was made only upon 
microscopic examination of tissue after opera- 
tion. 


CasE Report. W. M. T. (R-27548), a 34 year old 
negro, was admitted to the medical service of the 
Veterans Administration Hospital on May 26, 1949 with 
chief complaints of progressively more severe cough, 
hemoptysis, and a loss of 25 pounds in weight over a 
period of-six months. A dull, aching pain, aggravated by 
coughing, was present in the right anterior portion of the 
thorax. 

A roentgenogram of the thorax, taken elsewhere 
about one month after the onset of his illness, was re- 
ported to be normal. About two months prior to ad- 
mission to the hospital, slight cloudiness was seen in the 
right upper chest on a roentgenogram made at a second 
clinic. Numerous specimens of sputum were examined 
for tubercle bacilli during this period and were found to 
be negative. 

During World War II, the patient had served in 
India for about one year. For a period of two years, he 
had worked as a laborer in his local sewerage department. 
His duties often necessitated dislodgement of fecal 
material which had clogged drainage pipes. The patient 
does not remember episodes of abdominal pain, diarrhea 
or bloody stools prior to his present illness. 

Physical examination was not contributory. The lungs 
were resonant and clear throughout. 

Repeated roentgenograms (Fig. 1) of the thorax 
showed an abscess in the right lower lung field. Exami- 
nations of the sputum for tubercle bacilli and tumor cells 
were negative. A mass, ulcer or point of hemorrhage in 
the tracheobronchial tree was not found when bron- 
choscopy was done, although a large amount of purulent 
secretion was aspirated from the bronchus to the lower 
lobe of the right lung. Microscopic examination of 
stained specimens of the secretion and inoculation of the 
material into a guinea pig did not offer diagnostic help. 
The administration of large amounts of penicillin and 
sulfadiazine, multiple transfusions and postural drainage 
did not produce improvement. 

The patient was subsequently transferred to the 
surgical service where bronchoscopy was repeated with- 
out discovery of a cause for the persistence of the abscess. 
Continued expectoration of large amounts of hemor- 
rhagic purulent sputum in the absence of fever indicated 
that free communication between the cavity of the 
abscess and the bronchus existed. The persistence of an 
abscess of unknown etiology, apparently adequately 
treated, invited exploratory thoracotomy and whatevel 
additional surgical procedure was indicated. 
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The right thorax was entered through the bed of the 
resected seventh rib. A moderate number of adhesions 
connected the lower lobe and the diaphragm. An aper- 
ture was not present in the diaphragm and a fistula 
between the liver and the lung was not found. A firm 
mass about nine cm. in diameter was present in the 
upper portion of the lower lobe and the inferior portion 
of the middle lobe. Resection of the middle and lower 
iobes, using the individual ligation technique, was done. 
Provision for underwater drainage of the pleural cavity 
was provided. : 

When the specimen was sectioned by the pathologist, 
a cavity measuring 5 by 4 by 2 cm. was demonstrated in 
the upper portion of the lower lobe and the inferior 
vortion of the middle lobe of the right lung (Fig. 2). 





Fic. 2. Cavity in upper portion of lower lobe and inferior 
portion of middle lobe of right lung. 


Thick, mucoid and slightly translucent exudate was 
present. Trophozoites of Endamoeba histolytica contain- 
ing erythrocytes (Fig. 3) were found easily on micro- 
scopic examination. 

After establishment of the diagnosis and with a 
normal preoperative electrocardiogram, a course of eme- 
tine was started, 0.06 gram being given subcutaneously 
daily. After five injections, a paroxysmal supra-ventricu- 
lar tachycardia started. The drug was stopped and the 
electrocardiogram reverted to normal. Aureomycin grams 
1.5 divided into 6 doses was given the first day. The 
amount was then increased to 2.0 grams per day in 
eight doses for about the next month. Subsequently for 
about 4 weeks, the patient received 1.0 grams per day 
in 4 doses. The response to aureomycin was excellent. 


Evidence of a bronchopleural fistula became manifest 
in the postoperative period. This complication necessi- 
tated subsequent open drainage and later a plastic 
procedure. One stool only was found to contain tro- 
phozoites postoperatively, although many examinations 
were made. A roentgenogram of the colon after the 
administration of a barium enema was normal. The 
patient,was discharged on October 31. 

On December 12, the patient stated that he was well. 
The roentgenogram of the chest showed a density over 
the previous area of the lower lobe of the right lung but 
the remainder of the lungs was clear. On May 8, 1950, 





Fic. 3. Microscopic field of exudate showing Endamoeba 
histolytica. 


the patient was well and the roentgenogram of the chest 
was the same. On November 6, the patient stated that 
he was well and the roentgenogram of the chest had not 
changed. 


COMMENT 


The presence of a chronic pulmonary abscess 
which has free drainage, from which tubercle 
bacilli and tumor cells cannot be isolated and 
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which does not respond to the usual measures of be materially decreased. The response to aureo- 
treatment, should invite specific search for En- mycin was excellent in this instance and con- 
damoeba histolytica in the sputum. If the firmed reported results. 

amoeba is not demonstrated, a therapeutic trial 
of emetine or preferably aureomycin might be 

eiRaitined «Tes: te acne b t bias 1. OcHsNER, A. AND DEBAKEy, M., Pleuropulmonary com- 
indicated. C MAZRrC OF subsequen — plications of amebiasis. An analysis of 153 collected and 
procedures for the abscess, where necessary, will 15 personal cases. J. Thor. Surg. 5: 225-258 (Feb.) 1936. 
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DOCTORS NEEDED FOR MARINE CORPS RESERVE UNIT 


The recently organized First Engineer Battalion, USMCR, at Fort McHenry, Balti- 
more 30, Maryland, is offering an exceptional opportunity to Doctors of the Navy 
Reserve. This unit is authorized two reserve doctors. Membership in the unit will 
afford doctors an opportunity to earn retirement and promotion credit points and will 
not in any manner effect their status in regards to active duty. However, for those doc- 
tors who do not desire to attend the two weeks summer training camp at Camp Lejeune, 
North Carolina, but who desire to affiliate with this unit, there is now offered the status 
of Appropriate Duty. In an Appropriate Duty status a doctor receives all the same 
benefits, but is not considered a member of the unit and will not attend summer camp. 

Any Navy Reserve doctors interested in this opportunity should either telephone 
Lieutenant Colonel E. P. Moses, Jr., USMC, at PLaza 4132 or see him personally at 
Fort McHenry in Building 1. 














SOCIETY FOR THE PREVENTION OF ASPHYXIAL DEATH 


A patron of the Society for the Prevention of Asphyxial Death Inc., interested in 
making the causes and prevention of asphyxia better known among physicians of 
Maryland State, has kindly offered to donate a copy of the Art of Resuscitation, by 
Paluel J. Flagg, M.D., to the first 100 physicians who become members of the Society 
following the release of this information in the Medical and Chirurgical Faculty of the 
State of Maryland. 

Volumes donated will be autographed by Dr. Flagg. The book lists for $6.00. Dr. 
Chevalier Jackson says, “‘To learn from this book means to save human lives.” 

Physicians who wish to receive this autographed volume for their library are asked to | 
apply for membership in the Society for the Prevention of Asphyxial Death Inc., en- | 
closing membership dues of $5.00. Communications should be addressed to, Secretary, | 
S. P. A. D. Inc., 2 East 63rd Street, New York 21, New York. | 

| 
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ALLEGANY-GARRETT COUNTY 
MEDICAL SOCIETY 


LESLIE E. DAUGHERTY, M.D., 
Journal Representative 


The Memorial Hospital in Cumberland has 
recently reorganized its Tumor Clinic, to conform 
as closely as possible with recommendations made 
by the American College of Surgeons. 

The general purpose of the Clinic is the exami- 
nation of patients referred to the Clinic and the 
recommendation of treatment to the referring 
physician. No treatment is given in the Clinic 
unless a specific request is made by the referring 
physician. 

The Clinic is held every two weeks, on the Ist 
and 3rd Thursdays of each month, at 9:00 A.M. 


THE BALTIMORE CITY MEDICAL 
SOCIETY 


SAMUEL McLANAHAN, M.D., President 


According to the Constitution and By-Laws of 
the Baltimore City Medical Society, meetings are 
held monthly from October through April. The 
programs throughout the past winter and spring 
proved extremely worth-while and were, for the 
most part, well attended. The Program Committee 
has already outlined plans for the coming fall 
meetings. 

The various Sections have been active, and their 
meetings have proved of great value to those at- 
tending. 

At the meeting of the Baltimore City Medical 
Society on April 18th, a new section was formed to 
be known as the Cancer Section. The formation of 
this Section, already noted in the May issue of the 
JourNaL, should prove to be a welcome addition 
to the other Sections of this Society. If properly 
developed it can form a common meeting ground for 
those interested in malignant disease from the 
standpoints of research and of therapy in its various 
aspects. 


OPHTHALMOLOGICAL SECTION OF THE 
BALTIMORE CITY MEDICAL SOCIETY 


Ancus L. MacLean, M.D.* 


At the second winter meeting of the Ophthal- 
mological Section two papers were presented—one 
on the “Present Status of Beta Irradiation in 
Ophthalmology,” by Dr. Charles E. Iliff, and 
another on “Vertical Ocular Deviations,” by the 
guest speaker, Dr. Harold Brown of New York 
City. 

Dr. Iliff stated that Beta Irradiation is ideally 
suited for the treatment of certain lesions of the 
anterior ocular segment. He stated that the success 
of this treatment depended largely on the clinician’s 
thorough understanding of the basic principles of 
irradiation, and a complete knowledge of the 
potentialities and dangers of the applicator used. 

The three types of beta-ray applicators—the 
radon, the radium salt, and the strontium—now in 
common use were demonstrated and the advantages 
and disadvantages of each described. A safe and 
effective dosage of beta-ray for anterior segment 
lesions was given, likewise the number of appli- 
cations usually necessary and the time interval 
between treatments. 

Dr. Iliff presented photographs of a number of 
ocular conditions before and following beta irradi- 
ation therapy. Dramatic results have been obtained 
from this treatment in both bulbar and palpebral 
vernal conjunctivitis. Here, however, irradiation 
must be used as a supplement to and not as a re- 
placement for anti-allergic therapy. Small benign 
tumors of the lids and the anterior ocular segment 
can be removed with rapidity and ease with these 
rays and the cosmetic result is excellent. In treating 
malignant lesions, beta irradiation may be used 
alone or as an adjunct to surgery. New corneal 
vascularization can be controlled and existing 
vessels occluded. At times, this may produce an 


improvement of vision rendering a contemplated . 


corneal transplant unnecessary. Furthermore, oc- 
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clusion of the corneal vessels increases the chances 
for a successful transplant. Corneal scars in which 
vascularization is a prominent feature become less 
dense after beta irradiation. Growth of a small 
pterygium can be inhibited by irradiation near the 
limbus and recurrence of a pterygium can frequently 
be prevented by one application just external to the 
limbus at the time of surgical removal. The course 
of tuberculous sclero-keratitis has been shortened 
and the severity reduced, resulting in less corneal 
damage. In summary, beta irradiation offers to the 
ophthalmologist a means of treating many lesions 
for which no satisfactory therapy previously existed. 

Dr. Brown discussed the different types of 
vertical ocular deviations. He stressed the im- 
portance of diagnosing carefully the underacting 
muscles but more particularly of determining the 
overacting muscle or muscles playing a part in any 
vertical deviation. He furthermore stressed the 
importance, when the time comes for surgery, of 
weakening the overacting muscle rather than at- 
tempting to strengthen or shorten by resecting the 
paretic muscle. For the dissociated or alternating 
types of hyperphoria, he stated that any horizontal 
deviation should always be corrected to improve the 
cosmetic appearance but that as little surgery as 
possible, or none at all, should be performed for the 
vertical deviations. In cases of double elevator 
paresis where both the inferior oblique and the 
superior rectus of the same eye are involved, con- 
tracture of the inferior rectus, resulting in what is 
usually described as the retraction syndrome, has 
frequently been found. Recession or tenotomy of the 
muscle causing the retraction will usually correct 
this anomaly completely. A number of unusual 
types of ocular muscle paralysis were cited. In one a 
paralysis of the sixth nerve resulted from a blow to 
the opposite side of the head. Dr. Brown was at a 
loss to explain the origin of this contralateral pa- 
ralysis and could offer no satisfactory course of 
treatment. 

The third meeting of the 1951-52 Winter Session 
of the Ophthalmological Section of the Baltimore 
City Medical Society was a joint dinner meeting 
with the members of the Washington Ophthal- 
mological Society and was held at the Sheraton- 
Belvedere Hotel. It started with cocktails at 6:00, 
dinner at 7:00, and the scientific session at 8:00 
P.M. 


Following a very delightful dinner, the meeting 
was called to order by the President, Dr. Abraham 
Kremen, in the chair. The report of the Nominating 
Committee was read by Dr. Knowles. The names 
proposed for new officers of the Section for 1952-53 
were as follows: President, Dr. Angus MacLean; 
Secretary-Treasurer and Vice President, Dr. G. C. 
Dix; Program Committee, Dr. Wm. C. Owens, 
Dr. Charles E. Iliff, and Dr. Ernest Bodenheimer. 
As there were no further nominations, these were 
declared duly elected. 

Dr. Kremen read a letter from Dr. William 
Benedict, Secretary General of the XVII Inter- 
national Congress of Ophthalmology, scheduled to 
meet in New York, September 12, 1954. Dr. Benedict 
asked if our Society would be willing to participate 
in some planned program and. entertainment for 
visiting Ophthalmologists from foreign countries 
who will be in attendance at the meeting of the 
Congress at that time. 

The first speaker of the evening, Dr. Ronald 
Wood, was then introduced by the Chairman. 
The subject of his paper was “Principles of Hyper- 
sensitivity and Desensitization”. The following out- 
line was used by Dr. Wood in his talk. 


Hypersensitivity 


Definition—The changed state of the body resulting from , 


contact with “foreign” substances of certain 
types. 
Classification 
1. Type of sensitivity 
a. The Anaphylactic state 
b. The Arthus type 
c. The Pollen type 
2. These manifestations are due to the following differ- 
ences: 
a. The route of entry of the antigen 
b. The amount of antigen 
c. The response of the individual 
d. The character of the antigen 
3. The Bacterial type of hypersensitivity may be dis- 
tinguished from anaphylactic, arthus, and pollen types 


. Delayed cutaneous response (24-48 hours) 

. Firm induration 

. Delayed systemic reaction 

. Focal reactions 

. Not transferrable by serum 

Cell sensitivity remains in tissue culture 

. Established only by contact with whole living or 
dead organisms 

. Body reacts to either intact organisms or soluble 
proteins from it 
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i. Commonly present in the absence of anaphylactic 
type of sensitivity 
4. Some properties of antigens: 
a. Large molecular weight 
b. Usually colloidal—particle size important 
c. Usually proteins, may be carbohydrate or lipoid 
antigenicity of different substances vary 
d. Usually substances foreign to the circulation 
5. Some characteristics of antibodies: 
a. One antibody may have several demonstrable ef- 
fects, i.e., the Unitarian theory 
b. Chemically indistinguishable from normal globulins 
c. Specificity extremely marked but not absolute 


Desensitization 


Methods: 

1. Large injection of antibody—dangerous 

2. Repeated small injections 
Results: 

1. Temporary in anaphylactic type usually 

2. Temporary or permanent in the bacterial type 
Non-Specific Desensitization: 

1. Anaphylactic shock inhibited by many agents, i.e., 
inorganic salts, proteins, etc. 

2. Bacterial hypersensitivity removed by apparently un- 
related organisms (Wide distribution of antigens may 
partially explain) 

3. Non-specific desensitization less effective and constant 
than specific 


Mechanisms of Desensitization 


1. Neutralize antibody—i.e., removal on exhaustion 

2. Interfere with the reaction, i.e., prevent antigen reach- 
ing sensitive tissues 

3. Alter the tissue susceptibility, i.e., drugs and hormones 
such as adrenalin, ACTH, and Cortisone 


This paper was discussed by Dr. Alan C. Woods 
and Dr. Jack Guyton. Dr. Woods expressed the 
thought that the ideas contained in Dr. Ronald 
Wood’s paper probably represented the important 
features of future medical and ophthalmological 
trends. He stated that there was, of course, a great 
deal more in Dr. Ronald Wood’s paper than probably 
anyone at the meeting could digest in such a short 
time but that it contained a very concise and 
workable summary of the entire subject of hyper- 
sensitivity and desensitization and that Dr. Wood 
was to be congratulated for this excellent presenta- 
tion. Dr. Guyton’s discussion was along similar 
lines. 

Dr. Kremen then called upon Dr. Leslie Harrall 
Pierce to introduce the guest speaker of the evening. 
Dr. Pierce gave a very interesting summary of Dr. 
Schepen’s life history. He was born and educated in 


Belgium, and spent much time in post-graduate 
work at Moorfield’s in London. He was invited to 
this country by Dr. Arnold Knapp and asked to 
demonstrate his ophthalmoscope and present his 
ideas on indirect ophthalmoscopy at the 1946 
meeting of the Academy in Chicago. After that, he 
became associated with the Massachusetts Eye and 


-Ear Hospital and later started the Retina Clinic in 


Boston. 

Dr. Schepens gave a most interesting talk on 
retinal detachment. He showed a moving picture of 
his method of indirect ophthalmoscopy together 
with his technique of scleral indentation for better 
exposure of retinal tears in the region of the ora 
serrata, an area which previously direct ophthal- 
moscopy had been unable to reach. The etiology of 
retinal tears and detachment and their possible 
relationship to biochemical and pathological changes 
in the vitreous was discussed. His method of treat- 
ment was then described. He has made more use of 
surface diathermy and much less of penetrating 
punctures than has been employed by other ophthal- 
mologists. A unique instrument, combining electrical 
illuminating and cauterizing features, for accurate 
scleral localization of small tears at operation was 
demonstrated. 

A number of interesting points were clarified in 
discussions and questions by Drs. Guyton, MacLean, 
lliff, and Woods. 


BALTIMORE COUNTY MEDICAL 
SOCIETY 


DONALD L. SOMERVILLE, M.D., 
Journal Representative 


Recently the Baltimore County Medical Society 
met at the Sheppard-Enoch Pratt Hospital. As usual, 
our hosts for luncheon served a very pleasing meal, 
preceding the business and scientific session. The 
members heard with interest the report of the Medi- 
cal Care Committee, wherein legislative reduction 
by $50,000 in the Medical Care budget was dis- 
cussed and considered. The committee members 
viewed this cut in funds with natural alarm, and 
various suggestions as to how to cope with the situa- 
tion were offered, none of which seemed satisfactory. 

The scientific portion of the program was intro- 
duced by the Director of Enoch-Pratt Hospital, 
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Dr. H. M. Murdock; Dr. Richard Kenworthy of 
the hospital staff gave a very interesting and in- 
formative resumé of the present day status of 
insulin therapy in psychiatric disease; his colleague 
and fellow staff member, Dr. John Patton, con- 
cluded with a similarly comprehensive dissertation 
on electro-convulsive therapy. 

The Baltimore County Medical Society has 
inaugurated the idea that its membership should 
be open to dentists of the county, and the members 
are being encouraged to invite dentists of their 
acquaintance to join as associate members; this 
would seem to have at least a two-fold purpose: 
the dentists may become more closely associated 
with each other—inasmuch as there is no dental 
society in the county—and also, of course, should 
thus become more integrated with the county 
physicians. It is believed that this relationship 
between the two professions should be mutually 
quite desirable and instructive. 


WASHINGTON COUNTY MEDICAL 
SOCIETY 


W. D. CAMPBELL, M.D., 
Journal Representative 


FLUORIDATION OF WATER 


The Washington County Medical Society joined 
the Washington County Dental Association re- 
questing the fluoridation of the local water supply. 

There seems to be ample evidence appearing in 
the literature to prove fluoridation gives protection 
against dental caries without causing any harmful 
physical effects. 

Treatment of the water has been in operation 
several months. 


WASHINGTON COUNTY MEDICAL UNITS GET READY FOR 
GERM WARFARE 


Medical authorities are getting ready for possible 
biological or germ warfare as well as conventional 
bombing attacks. 

A team of auxiliary sanitarians is being recruited 
for duty here in case of germ warfare. These sani- 
tarians would help professional medical authorities 
in making water tests and in using other detection 
devices. Auxiliary sanitarians are being recruited at 


present from the ranks of the Junior Chamber o/ 
Commerce. 

Meanwhile, considerable progress in organizin; 
civilian defense medical units for handling casualtie 
in possible bombing attacks here has been made 

Plans have been made to quickly expand hospita' 
facilities in this city to 1,826 beds in case of disaster. 
Two buildings in other parts of the city would be se: 
up as temporary hospitals to supplement th« 
Washington County Hospital. 

Two casualty clearing stations would be set up. 
one at Antietam Street School and the other at 
Fountaindale School. Three other stations would be 
set up out in the county: one at Hancock, one at 
Williamsport, and one at Boonesboro. 

Fifty-one doctors, twenty-six dentists, fifteen 
pharmacists and one hundred forty-four nurses 
have volunteered their services for casualty station 
duty. 

What is needed now are large numbers of volun- 
teer non-professionals to provide manpower to 
move casualties to and from the clearing stations. 


COSTS AT HOSPITAL DOUBLED IN FIVE YEARS* 


Tke cost of keeping a patient in the Washington 
County Hospital more than doubled during the 
period from 1945 to 1950 but the cost is still below 
the national average. In 1945 it took $5.36 per day 
to keep a patient in the county hospital, while in 
fiscal 1950, ending in September of that year, the 
cost was $12.07 per day. 

These figures are arrived at by dividing the 
total expenses of the hospital by the days of hospital 
care. In 1945 there were 5,971 patients while 7,975 
were treated in 1950. The number continues to 
climb since 8,665 patients were handled from 
September 1950 to September 1951, with 62,327 
days of hospital care. ; 

J. Tally Good, administrator of the Washington 
County Hospital, believes that local hospital costs 
are below the national average. 

A comparison of local and national costs can be 
seen in the statement of Dr. Morris Fishbein, former 
editor of the Journal of the American Medica! 
Association. He recently said that ten years ago ii 
took about $10 per day to keep a patient in « 
hospital. Today, he said, it takes $15.62. 


* From: The Morning Herald, March 26, 1952. 
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At the Washington County Hospital, it cost 
$4.85 in 1940 for daily care and way back in 1905, 
$3.45. During those years the number of patients 
increased from 106 to 3,500 in 1940. 

Present day rates per day in the county hospital 
range from $6.50 for the wards to $8.50 for a two- 
ed semi-private room to $13 for private rooms with 
toilet and bath. 


HOSPITAL PLANS TO OPEN NURSERY SO MOTHERS CAN 
RETURN TO DUTY* 


The Washington County Hospital will try to 
relieve its nursing shortage by providing a day 
nursery for children of staff members while the 
mothers are on duty at the hospital. 

Hospital administrator J. Talley Good, in an- 
nouncing the plan, said there is a considerable 
number of nurses in town who are prevented from 
serving on the hospital staff because they must care 
for their young children. Many of these would return 
to active duty if suitable arrangements could be 
made for the youngsters during the working day. 

The board of trustees has approved the idea, 
Good said, and the hospital’s building committee 
has taken up the job of planning for the project. 

It is planned to have the nursery located in the 
former nurses home adjacent to the main hospital 
building. The three story structure was originally 
the home of the president of Kee Mar College, when 
that institution occupied the ground where the 
hospital now stands. 

During the construction of the new hospital wing, 
the building has housed the pediatrics department. 
Patients will be moved from here as soon as the 
facilities in the addition are available. 

While their mothers are on duty at the hospital, 
the children will be supervised by nurses aides and 
student nurses. In this respect it was pointed out 
that student nurses must observe and care for 
healthy children as part of their training, so that 
the nursery will also become a valuable part of the 
program of the School of Nursing. 

It is not known how many nurses will be added 
to the staff through the establishment of the nursery, 
but Mrs. J. Earl Knott, Jr., president of the Nurses 
Alumnae Association, says that a considerable 
number have shown interest in the idea. Miss 


* From: The Morning Herald, February 14, 1952. 


Julia R. Lizer, the hospital’s director of nursing, 
reported that a preliminary survey disclosed that 
60 per cent of the nurses contacted indicated that 
they would return to duty if the nursery was made 
available. 


MEDICAL SCIENCE CLUES MIGHT BE LOCATED HERE* 


Hagerstown might contain clues which would 
reveal to medical science the relationship between 
long-term diseases and families. 

The United States Public Health Service has 
studied Hagerstown, as a typical United States city, 
for many years, gaining much insight into ill health 
and its effect on people here. As a result, health 
authorities—both here and elsewhere—would like 
to see the studies expanded. 

Research done here in the past reveals that there 
is some relationship between the family and the 
presence of diseases like heart trouble and cancer. 
Put into technical language, the proposed research 
would attempt to: 

1. Determine the familial factors related to health 
and illness, with particular reference to diseases 
and disabling conditions of long durations and 
gradual onset. 

2. Develop techniques to identify and measure 
familial factors and their relationships, and to 
apply effective measures to improve family 
health services and family health. 

The Washington County Medical Society some 
time ago pointed out to the USPHS that information 
already gathered here “offers the basic material 
necessary for the solution of many more problems of 
practical importance.” It passed a resolution urging 
continuance of this work. 

Congress also has looked with interest on the idea. 
Rep. J. Glenn Beall submitted a resolution to the 
House several years ago, seeking more research on 
this topic. A similar resolution was presented by 
then Sen. Millard Tydings and passed the Senate. 

The Public Health Service likes the idea, too, 
and says its work has been limited only by lack of 
funds. One high USPHS official said: 


“Much of the success already achieved in controlling, and 
in some cases virtually eradicating, infectious diseases such as 
typhoid fever, tuberculosis, and diphtheria stems from knowl- 
edge gained through investigations on family and environ- 





* From: The Morning Herald, February 15, 1952. 
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ment—leading to a more precise understanding of the pat- “The medical profession now knows that a sick individua! 

terns in which diseases spread and laying a foundation for the | must be looked at as part of a family which is at the same 

prevention of transmissible infections.” time a social and biological unit... . Each family has its own uJ 
pattern and it is different just as individuals are different. We * 


* should have methods by which to study and treat families 
Dr. Perry Prather, county health officer, testified that have a sick member, just as we study and treat indi- 


at a hearing in Washington on the project: viduals that have a diseased organ.” B 
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HOUSE PASSES BILL FAVORING PHYSICIANS AND OTHER 
SKILLED IMMIGRANT APPLICANTS 





Capitol Clinic, A. M. A., Bulletin No. 49—82nd Congress, May 1, 1952 


The House April 25 passed a bill drastically revising the Nation’s immigration laws. 
. The bill (H. R. 5678) introduces a high degree of “selectivity” in choosing between 
applicant immigrants. The first 50% of the quota of each country annually would be 
made available to qualified quota immigrants whose services are determined by the 
Attorney General to be needed urgently in the United States because of the high educa- 
tion, specialized experience, or exceptional ability of such immigrants, and to be sub- | 
stantially beneficial to the national economy, cultural interests, or welfare of the United 
States. This group of skilled persons (including physicians) and their families would 
be given preference over alien parents of citizens of the United States and qualified 
quota immigrants who are spouses or children of aliens lawfully admitted for permanent | 
residence in the United States. Unfilled quotas from other than the skilled person group 
could also be used to admit persons in the skilled category. 








MARYLAND STATE POLICE 


tes 


Dr. Howard M. Bubert, physician of the Maryland State Police, has sent the Medical aa 


and Chirurgical Faculty a copy of the interim report of the Ambulance Activities of 
the Maryland State Police Department and its Allied Organizations, for the six month 
period from July 1, 1951, to December 31, 1951. 

Dr. Bubert states that due to numerous requests and the revision of their report 
system, they are changing from a.fiscal year basis to a calendar year report. 

He believes that the Ambulance and Rescue Squad Activities are a real contribution 
to the medical care of the citizens of the state. 

The interim report is filed in the Faculty Library if the members wish to see it. 
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BOOKPLATES—THE FINNEY FUND 


PAULINE DUFFIELD 


In January of 1912 news was received by the 
medical profession of Maryland that Dr. John M. T. 
Finney had declined the presidency of Princeton 
University, and would remain in Baltimore in the 
practice of his chosen profession. The Finney 





In three months there were two hundred thirty- 
seven subscribers and a total of ten thousand 
dollars ($10,000) collected. Dr. Harry Friedenwald 
acting as spokesman for the Committee presented 
the fund to the Faculty at the annual meeting on 
April 23, 1912. 

As stipulated in the agreement the income from 
the Fund was to be used to procure lectures and for 


FINNEY FUND BOOKPLATE 


testimonial committee was formed to honor this 
outstanding surgeon. 

The committee at first thought of a portrait, but 
upon further consideration it was felt this would 
not be suitable either to the occasion or the man, 
for they sought some testimonial that would be a 
lasting memorial. The idea was conceived to create 
a permanent fund for the advancement of surgery 
to be known as the “JOHN M. T. FINNEY FUND 
FOR THE ADVANCEMENT OF SURGERY” 
and the beneficiary should be the Medical and 
Chirurgical Faculty. 


the purchase of books, monographs and journals for 
the library, providing that the lectures, books, 
monographs and journals be confined to surgery in 
its broad sense, including general surgery, surgical 
anatomy, surgical pathology and surgery of the 
various organs, thus embracing gynecology, genito- 
urinary surgery, ophthalmology, otology, rhinology 
and laryngology and other special branches of 
surgery. 

The agreement stipulated that a special and 
permanent committee of five be elected by the 
House of Delegates to manage the fund and to 
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apply the income as stated. The Finney Fund con- 
sisting of five members meets with the Library 
Committee. One member is elected each year to 
serve for five years. Dr. Louis Hamburger a member 
of the original committee is today a member of the 
committee. 

The agreement also states that the name, of Dr. 
John M. T. Finney be associated with all lectures 
to be delivered under the auspices of the committee 
and all books, monographs and journals purchased 
with the income of the fund be marked, ‘Purchased 
by the John M. T. Finney Fund for the Ad- 
vancement of Surgery.” 

The Finney Fund bookplate was designed by the 
late Max Brédel to carry out the wishes of the 
committee. 


HINTS FOR MEDICAL WRITERS 


As one reviews the history of medicine, it may be 
said that medical journalism began over six thousand 
years ago. This fact is made clear in many of the 
relics of antiquity that have come to us through 
the ages. In the early records of medicine, there is 
at least one Babylonian tablet, dated earlier than 
4,000 B.C., which reported a case of incurable 
dropsy. Then, in the Aesculapian temples, there are 
the tablets which may be considered to be collected 
medical records. Often, these tablets gave records 
of the therapeutic treatment, observations and the 
results of medical cases. 

In view of the many historical records, one 
wonders if there was as much criticism over the 
way a case was recorded in 4,000 B.C. as there is 
today. At the present time, doctors are criticising 
doctors and the lay medical writers are spending 
time in judging poor sentence structure, choice of 
words and grammatical errors. Many critics forget 
that the essential purpose in writing a scientific 
paper is to share worthwhile information with 
people of like interests. In recording such informa- 
tion, doctors are providing a written record of 
doctors for doctors. It is assumed that, in such 
written records, the writer knows more about his 
subject than anyone else. If there is a genuine 
desire to write a paper, one has created the stimulus 
for study; for, to write a good medical paper, one 
must study. 

Many papers that have been given before local 


Library 


medical groups have been received with so much 
enthusiasm that the group requests the paper to be 
printed. As a speaker, you should never submit your 
speech for publication until it has been rewritten. 
It may be a timely subject for a local group, it may 
have local statistics and interest; but, to the general 
reader, it may have been overworked in the literature 
and the statistics will not apply to the country as a 
whole. The personality of a speaker may make a 
success out of a poor paper; but, this personality 
cannot be relayed to the reader and the entire paper 
may be nothing but cold type. The publication of a 
good medical paper is an ethical way to advertise. 
To speak before a group, one’s work becomes known 
to a few; but, to write a good paper, the work is 
known to hundreds. Scientific writing is an exact 
science and should be treated as such. There is no 
place for colloquial or slang expressions. Correct 
English is a very important must. Perhaps, one 
will say he cannot write. With all of the aids that 
have been published over many years, it has been 
shown that any one can write if he will study. You 
may have to write and rewrite and make many 
drafts of a paper; but, eventually, one is able to 
express to the reader his thought in an interesting 
and an informative manner. 

In order to make easier the task of composing a 
paper, it is essential to draft an outline of your 
material with the following necessary points. 


I. TITLE 

Every article worth publishing is worthy of a proper 
title. 
Dr. Billings said many years ago, “Every article 
which is worth printing is worth a distinct title, 
which should be as concise as a telegram.” 
The title must tell exactly what the article is about. 
Avoid any terms which do not represent something 
definite. Do not coin new terms for old ones. Words 
are labels and your title is the label on your paper. 
Be descriptive but be as brief as possible. 

II. INTRODUCTION 
The introduction should state the purpose, nature, 
content, reasons for the investigation and the scope 
of the material to follow. 
It may be necessary to give a historical review of the 
subject in the introduction. Today, many writers are 
using only references to the historical literature that 
refer to the subject, thus avoiding a long introduction. 

III. BODY OF THE PAPER 
The body of the paper should explain, in logical 
order, the facts presented in the introduction. All 
material must be given in a clear and systematic 
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arrangement. The facts, theories and deductions 
should be easy for the reader to comprehend. 
Do not repeat material in the text that has been 
given in charts, graphs or tables, unless necessary. 
Every illustration should save words and tell a story. 
Link each part of the paper with some preceding 
part, so as to make a continuous story. 
Include the amount of material investigated, new 
methods and, if necessary, old methods. 
A discussion of the results and findings of a negative 
character should also be stated. 
Guard against misunderstanding of language. 
Define clearly the points. Do not ignore or evade the 
point. 
Do not base a conclusion on an unproved proposition. 
Avoid all details that are not essential for accuracy 
and completeness. 
Brevity in writing may be the best insurance for its 
perusal. 
IV. SUBHEADINGS 
Use subheadings that will aid the reader and break 
up the solid page of type. They should be concise. 
Whenever, the subject is changed, a different head- 
ing must be added. 
V. SUMMARY AND CONCLUSIONS 
The summary should give the prominent facts as 
concisely as possible. 
Many times the summary is used verbatim by ab- 
stractors. It is equally true that many readers will 
glance at the summary and if they find it interesting 
they will read the entire article. 
Not all articles need to be summarized. Summaries 
are made only when articles have more than 1,500 
words, or articles that have involved descriptions 
and techniques or when a complete review of the 
literature has been made. 
The conclusions are the general statements of truths 
established in the article. They should be set forth at 
the close of the paper. 
VI. NOTES OF ACKNOWLEDGMENT 
Notes of acknowledgment are out of place in most 
scientific journals. 
If a person has rendered a service of major impor- 
tance, his name should be included with those of the 
author. 
As: John B. Harvey 
with the assistance of 
Harvey B. John 
VIT. QUOTED MATERIAL 
Quoted material requires that permission be secured 
from the author and from the publisher. The material 
must be quoted exactly. 
VIII. BIBLIOGRAPHIES 
Readers often wish that writers would give true and 
accurate references. 
Do not use references which you have not seen as 
part of your bibliography. 


Before presenting a paper to a journal, it is wise to 
check the bibliographical form in several of the re- 
cent copies of the journal to which you are sending 
your manuscript so as to be sure of the form required. 


Now that you have completed your paper, you will 
await its publication. When you see what the 
editor has done to your paper, you will feel like 
Dr. MacLeod, the editor of the MEDICAL 
GAZETTE, which made its first appearance in 
1827 with the prime purpose of killing the LANCET. 
In his first editorial, Dr. MacLeod said, “A few 
years ago, a set of literary plunderers broke in on 
the peace and quiet of our profession. Lecturers who 
had spent their lives in collecting knowledge, 
arranging it for communication, and acquiring the 
difficult art of oral instruction, saw the produce of 
their lives suddenly snatched from them and 
published for the profit of others, with the additional 
mortification of finding what they had taken so 
much pains with disfigured by bad English and 
ridiculous and mischievous blunders.” 
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MARYLAND HOSPITAL SERVICE, INC. 


ALBION K 


The unprecedented growth of Blue Cross and the 
volume of its payments to hospitals has caused many 
persons to think of it as just a remarkably successful 
program for insurance against the cost of hospital 
care. 

True, about one-fourth of the nation is enrolled. 
There are 850,000 members of the Maryland Plan 
alone. True, benefits to subscribers now exceed 
$40,000,000 nationally. In Maryland alone last 
year they came to more than $7,500,000. 

But important as all of this is, we shouldn’t 
overlook the basic purpose of Blue Cross which is 
(a) to make modern hospital care more easily 
available to the public and (b) to provide a stable 
source of income for the hospitals in the community. 

The story of Blue Cross began in the Depression’s 
darkest hour, when a nation of individuals struggling 
to pay the grocer and the butcher found it almost 
impossible to meet the cost of health care. 

Our voluntary hospitals, morally bound to accept 
patients regardless of their ability to pay, were 
desperate for funds and threatened with the prospect 
of closing their doors. 

The people of the United States had the finest 
hospital, medical and surgical facilities in the world. 
Yet, they were in danger of losing their benefits 
because the economics of health care had not kept 
pace with scientific developments. 

It was then that hospital authorities, Goctors and 
civic leaders together planned to seek a solution. 
They found it in the idea of paying hospital bills 
from a common fund established by small subscrip- 
tions paid by many persons in the community. 

This movement became known as Blue Cross, and 
today 88 Plans in the United States, Canada and 


* Public Relations Officer, Maryland Hospital Service, 
Inc., Maryland Medical Service, Inc. 
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Puerto Rico serve 41,000,000 members with the 
active cooperation of more than 5,000 community 
hospitals. 

Blue Cross was the first effective approach to the 
problem of health economics, and it remains the 
only one in which responsibility for the program is 
shared. by those who provide the services and those 
who receive them. Mutual interest is essential if we 
are to maintain high standards of health care and 
keep service charges at realistic levels. 

Community hospitals have shared the responsi- 
bility for the Blue Cross program from the begin- 
ning, making it possible for the Plan to offer maxi- 
mum value for the health dollars so invested. 

Blue Cross could not have grown to its present 
level without the support and cooperation of the 
medical profession. 

The continued success of this non-profit, voluntary 
health Plan is of great importance to the medical 
profession and depends upon its continued support. 

Of paramount importance is the doctor’s guidance 
of his patients in the proper use of Blue Cross 
benefits. The doctor decides when a subscriber 
needs hospital care. He prescribes the drugs and 
services rendered. He determines the number of 
days needed for proper treatment. 

All of these decisions of the doctor are factors that 
influence the cost of hospital care and the amount 
of the subscription charges paid by the subscriber. 

Vision and long-range planning are called for if 
Blue Cross is to solve the many remaining problems 
facing prepaid health care. 

Blue Cross will continue to the common goal— 
even broader protection for as many persons as 
possible the voluntary way, at a price the great 
majority of Americans can afford to pay—if the 
doctors, the hospitals and the public continue to 
work together in the common purpose. 
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Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty 


MRS. GEORGE H. YEAGER, Auxiliary Editor 











WORD FROM OUR NEW PRESIDENT 
—MRS. CHARLES H. WILLIAMS 


Greetings to all Auxiliary Members! Another year 
of Auxiliary work is starting—I have looked forward 
to my part in it with anticipation and great humility. 
My job will be a big one and I must look to you for 
help and support. 

Although the Auxiliary is still very young its 
iccomplishments have gained recognition from the 
Woman’s Auxiliary to the A. M. A. 

This year of 1952 is a critical one for our Country 
as well as for the medical profession. It is a privilege 
as well as a duty for all doctors’ wives to take the 
lead in their communities to get out the vote. This 
may be accomplished in many ways. 

Good public relations are always necessary for 
physicians. The American Medical Association 
supplies us with many ideas in this field. Our County 
Fairs provide a good opportunity to distribute 
literature on what we are for as well as the things 
which we oppose. Our Nurse Recruitment Program 
and the Auxiliary’s Nursing Scholarships are tan- 
gible evidence of our community service. Good 
publicity concerning these efforts will stimulate 
more young women to enter this noble profession. 

Membership in this Auxiliary is possible only 
because you are the wife of a member of the Medical 
and Chirurgical Faculty. Take advantage of your 
status and assume the responsibility that goes with 
it. Become a member by sending in your dues today, 
and become active in Auxiliary work. No individual 
is too busy nor effort too small. Help your husband 
to help others. 

We must always remember that our Component 
Auxiliaries comprise the State organization, and 
that only as such are we a part of the team as The 
Woman’s Auxiliary to the American Medical Asso- 
ciation. 

Keep up the good work, and God speed you in all 
your endeavors. 


ACTION TAKEN AT THE ANNUAL 
MEETING 


The following Resolutions having been approved 
by the Council of the Medical and Chirurgical 
Faculty were passed by the Woman’s Auxiliary to 
the Medical and Chirurgical Faculty at their 
Annual Meeting on April 30th, 1952, at the Stafford 
Hotel, Baltimore. 

I. Resolution (concerning closer Medical super- 
vision of mentally or physically impaired 
drivers). 

II. Resolution (on Americanism, particularly in 
education). 


I 


WHEREAS, many physicians are concerned 
about the number of their patients who are auto- 
mobile accident cases, and 

WHEREAS, a closer medical supervision would 
seem imperative when mentally or physically 
impaired drivers are concerned, and 

WHEREAS, the Woman’s Auxiliary to the 
Medical and Chirurgical Faculty feels that this is 
a health and community problem needing further 
study by the medical profession, therefore, 

BE IT RESOLVED, that the Woman’s Auxiliary 
to the Medical and Chirurgical Faculty ask the 
Medical and Chirurgical Faculty of the State of 
Maryland to request the Honorable Theodore R. 
McKeldin, Governor of Maryland, to invite that 
body to appoint a committee to meet with the 
Medical Advisory Board to the Commissioner of 
Motor Vehicles in order to work out a better appli- 
cation form for drivers of motor vehicles, containing 
pertinent medical questions and carrying penalties 
for untruthful answers. Some reasonable means may 
thus be established to study individuals in whom 
there is a question of physical or mental incapacita- 
tion and, after proper investigation and study, to . 
advise the Commissioner as to the disposition of 
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these cases. The present Medical Advisory Board, 
we submit, should in addition, be enabled to become 
more active and to expand its field of endeavor, and 
BE IT FURTHER RESOLVED, that copies of 
this Resolution be sent to the President of the 
Medical and Chirurgical Faculty of Maryland. 


II 


WHEREAS, this country was founded on the 
principles of liberty and dignity for the individual, 
common to the Judao-Christian religions, and 

WHEREAS, this principle resulted in developing a 
thrifty type of individual not afraid to work and 
willing to burn the midnight oil day after day, week 
after week, month after month, and year after year, 
because of the pride in the accomplishments re- 
sulting from his work, and 

WHEREAS, this way of life developed a type of 
political philosophy resulting in the greatest in- 
dustrial potential the world has ever seen, to say 
nothing of the accomplishments in pure science and 
the applied sciences, such as medicine, engineering, 
agriculture, there 

BE IT RESOLVED, that the Woman’s Auxiliary 
to the Medical and Chirurgical Faculty use all our 
influence to teach the principles upon which our 
country was founded, with their resulting ac- 
complishments, in our homes, our schools, our 
churches, organizations, and everywhere, to the end 
that the flame of liberty may not be extinguished, 
and that our children and our children’s children 
may have the benefits which our ancestors worked 
and fought for. 

Our President Mrs. Charles H. Williams, will 
present these Resolutions to the National Auxiliary 
for consideration at their Annual June Convention 
in Chicago. 


NOW IT’S UP TO US 


MRS. R. WALTER GRAHAM, JR., 
Chairman, Medical Research 


At the Annual. Meeting in Baltimore some of us 
were lucky enough to see two excellent exhibits. 
The first which carried a label reading “sponsored 
by the Woman’s Auxiliary to the Medical and Chi- 
rurgical Faculty,” was an electrical question and 
answer box made for us by the Maryland Society for 


Medical Research and patterned after one used with 
great success in Massachusetts. It was large enough 
to catch the eye, yet light enough for two women to 
carry easily. It had its own battery so no electrica! 
connection was necessary. It asked such questions as: 

1-A. The treatment for diabetes was discovered as 
a result of experiments on dogs. 1-B. Treatment for 
diabetes was developed solely from observation on 
humans. 2-A. Heart surgery is best learned by 
practicing the operation first on dogs. 2-B. Practice 
on dogs is of no use in heart surgery because the 
heart of dog and man are very different. If you 
push the correct button it lights up to show how 
smart you are, but if you push the wrong one. it 
gives a buzz rather like the “Bronx cheer.” Since 
the questions are simply typewritten and inserted 
into position, they can of course be replaced by 
others of your own choosing. The box is primarily 
an attention getter and will attract people to our 
Auxiliary Health Booths at County Fairs this 
Summer. Once the audience is collected other 
American Medical Association literature can be 
distributed. If you can use this exhibit, write or 
call the Maryland Society for Medical Research, 
Mulberry 5348 or speak to Dr. Dietrich C. Smith. 
The Society will see that the exhibit reaches you but 
will expect to have it returned promptly. Since 
Dr. Smith will be away from July 25th, until 
September 1st, all arrangements for borrowing the 
exhibit should be made well in advance by the 
Component Presidents or their Medical Research 
Chairman. During Dr. Smith’s absence from town 
the box will be kept at 1211 Cathedral Street and 
can be obtained there. 

The second of the exhibits at the meeting was a 
film “Frontiers in Medical Research.” It is beauti- 
fully done and fascinating to watch. It should 
interest the public in supporting research and in 
training for research careers. This film and an 
earlier one called “Anna Her Story” (the history of 
a dog used for research purposes and a great pet 
today at The Johns Hopkins Hospital) may be 
obtained without any cost whatever to your Aux- 
iliary, just as the question and answer box. The 
films can be mailed to you and only the cost of 
mailing and insurance will be incurred. The Mary- 
land Society also has access to the usual film library 
and can get films on the subjects of diabetes, cancer 
and so forth. 
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Perhaps your Auxiliary cannot take on a booth 
at a County Fair this Summer. Do not despair, 
you may be able to place speakers and films in 
schools. Training young people to an interest in 
medicine is one of our most important functions. 
The Maryland Society for Medical Research can 
supply you with interesting speakers to talk to 
students in schools or in churches or to civic or 
neighborhood improvement groups. If you will call 
they will arrange to take groups of as many as 30 
or 40 people on tours through the Medical Research 
laboratory at The Johns Hopkins Hospital or at 
the University of Maryland. Also many schools have 
a Vocational Guidance Program. The Society will 
supply and often has supplied a speaker at a school’s 
request, to talk on the opportunity for young people 
in various fields of medicine such as training to be a 
doctor, a nurse, a technician, a pharmacist or 
laboratory assistant and so forth. He can direct the 
young student how and where to get the knowledge 
that he needs and that the world needs. This of 
course is vitally important since there are always 
shortages in these fields which yearly are becoming 
more acute. 

The main point to us of course is to use these 
wonderful aids for public medical education which 
the Maryland Society for Medical Research has 
made available to us at great expense to itself. 
But whatever you decide to do, organize and get in 
touch with us so that we can know what you are 
doing and help you in every way possible. Good 
Luck! 


AUXILIARY NEWS 


The new officers elected at our Annual Meeting 
are: President, Mrs. Charles H. Williams, Pikes- 
ville; President-elect, Mrs. John G. Ball, Bethesda; 
First Vice-President, Mrs. H. Hanford Hopkins, 
Ruxton; Second Vice President, Mrs. James T. 
Marsh, Westminster; Third Vice President, Mrs. 
S. Jack Sugar, University Park; Fourth Vice 
President, Mrs. George E. Urban, Catonsville; 
Recording Secretary, Mrs. Harry F. Klinefelter, 
Baltimore; Corresponding Secretary, Mrs. James G. 
Sasscer, Upper Marlboro; Treasurer, Mrs. Emil G. 
Bauersfeld, Chevy Chase; Parliamentarian, Mrs. 
Jack H. Beachley, Hagerstown. Chairmen will be 
announced as soon as possible by the President, 
Mrs. Charles H. Williams. 


“Medicine and The Bible” a talk given by Dr. 
Louis Krause, Professor of Clinical Medicine, at the 
School of Medicine, University of Maryland, made 
our Annual Meeting Luncheon a great success. The 
luncheon was very well attended and the many 
doctors present seemed to appreciate thoroughly the 
medical references which Dr. Krause unearthed in 
Holy Writ along with the poetry and humor which 
he found. 

The Creative Arts Show was even better this 
year. We have talent in the “family”! Mrs. Beverley 
C. Compton does such an outstanding job on this 
show that we just hope she’ll keep right on doing it! 

Mrs. Page C. Jett, original Treasurer of the 
Woman’s Auxiliary to the Medical and Chirurgical 
Faculty did not, because of pressure of time receive 
the Standing Vote of Thanks which she deserved, 
but we all know in our hearts how much we owe to 
her. 

The component President’s reports really opened 
our eyes as to how much has been accomplished by 
the Maryland Auxiliary this year! 

Those educational movies and exhibits which we 
saw at the Annual Meeting are interesting as well as 
informative. Everyone enjoyed seeing them and the 
Auxiliary can place them before any group with 
confidence that they will contribute to a successful 
program. 


THE OLD SCHOOL TIE 


Your husband owes his medical education to 
some fine School of Medicine. If he does not want 
Government control of medical education, have 
you reminded him to honor his Alma Mater by 
supporting The American Medical Education Foun- 
dation. 


REMARKS FROM OUTGOING 
PRESIDENT’S REPORT 


MRS. GEORGE H. YEAGER, 
Retiring President 


This year the Woman’s Auxiliary to the Medical 
and Chirurgical Faculty has worked in support of 
the Medical Society on many health problems... . 
we have publicized the need for blood typing and 
individual identification tagging in Civil Defense 
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and have endeavored to place Auxiliary members as 
volunteers in Casualty Clearing Stations. The 
Auxiliary has attended hearings, testified and 
written letters favoring the fluoridation of drinking 
water in support of the position taken by the 
Medical Society. We are cooperating “with the 
Maryland Society for Medical Research in a per- 
manent educational campaign. An excellent Public 


Relations factor was the Governor’s Proclamation 
of March 30th as Doctor’s Day in Maryland. We 
are studying, with advice from the doctors, the 
toll in terms of traffic accidents of drivers who 
may be physically or mentally impaired. Our 
proudest “achievement” of the year is to be working 
along with the doctors to help educate the public 
on handling health problems in the American way. 


. 
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ASSISTANT PSYCHIATRIC PHYSICIAN NEEDED 


The Department of State Employment and Registration is accepting applications 
for a pending unassembled examination for the position of Assistant Physician, Psychi- 


The position is under the State Merit System which serene advantages such as 
security of employment, liberal vacation and sick leave, automatic salary increases, 
and retirement benefits. It offers an opportunity to become associated with the expand- 
ing and vigorous mental health program recently initiated by the State. 

Applicants must be graduates of a recognized medical school, must have completed 
one year’s internship in an accredited hospital and must possess a valid license to 
practice medicine under the Maryland State Law. 

The salary range is $4,620-5,775 a year, with increases of $231 a year for five years 
to the maximum of $5,775. Maintenance is available at cost. 

We will greatly appreciate any assistance you may be able to give us in referring 
applicants. Interested candidates should contact the State Employment Commissioner’s 
Office, 31 Light Street, Baltimore 2, Maryland. 
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DR. ALFRED ULLMAN—A TRIBUTE* 





Dr. Alfred Ullman who was graduated from the 
College of Physicians and Surgeons in Baltimore on 
April 29, 1902, marks his fiftieth year in the private 
practice of Surgery. Not long after his graduation 
and by virtue of diligence, study and preceptorship 
under Dr. John Chambers, Dr. Ullman became 
professor of Anatomy and Clinical Professor of 
Surgery at the College of Physicians and Surgeons. 

It is exciting to reflect upon the era in which he 
was privileged to practice surgery and observe the 
advent of asepsis, antisepsis, as well as the remark- 
able progress of major surgery in which he still 
engages actively. 

An acquaintance of such men as Doctors Halsted, 
Kelly, Osler and Welsh, and a friend of Dr. John 
M. T. Finney, Sr., Dr. Ullman lived through the 
most thrilling, productive and progressive era of 
Medicine and Surgery to become one of the peers in 
Surgery in the City of Baltimore and one of the 
eminent surgeons in this country. 

He has trained many men who are now either 
outstanding or are on the road to prominence in 


* Contributed by Louis J. Kolodner, M.D. 


surgery in this city and abroad. His experience and 
profoundly good surgical judgment have been im- 
parted to the interns and residents who have served 
under him. 

Dr. Ullman served as Surgeon-in-Chief of the 
Sinai Hospital from 1928 to 1945. The part which 
he played in the training of many surgeons in this 
city cannot be measured and may not be truly 
appreciated for many years to come. His former 
residents respect and recognize his teachings and 
influence as being of the highest order. Today he is 
the same wise, experienced and vigorous surgeon 
who effectively left an imprint upon Sinai Hospital 
and other medical institutions. 

Among the positions he holds and the societies 
to which he belongs are: Chief Consultant in 
Surgery at Sinai Hospital since 1946; Consultant, 
South Baltimore General Hospital; Fellow American 
College of Surgeons, Diplomate American Board of 
Surgery; Member, Baltimore City Medical Society; 
Member, American Medical Association. 

This month is a milestone in his eminent career 
which we hope will continue for many more years. 
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MARYLAND ACADEMY OF GENERAL PRACTICE 


NATHAN E. NEEDLE, M.D.* 


A number of members of the Maryland Academy 
of General Practice and their wives attended the 
Fourth Scientific Assembly of the American Acad- 
emy of General Practice held in Atlantic City, this 
spring. This meeting brought together about 2000 
physicians engaged in general practice from the 48 
states, District of Columbia and Hawaii. The 
delegates representing the Maryland Chapter were: 
Drs. Charles O’Donnell, Towson; E. I. Baum- 
gartner, Oakland; George A. Knipp, Baltimore; and 
Harold Flummer, Preston. 

Dr. E. I. Baumgartner, President, and Dr. 
Nathan E. Needle, of Baltimore, Secretary of the 
Maryland Academy, were members of the General 
Committee on Arrangements. Mrs. Baumgartner 
and Mrs. Needle were members of the Ladies 
Entertainment Committee in Charge of Registra- 
tion. Dr. Baumgartner was a member of the Com- 
mittee on Scientific-Assembly. 

Among the speakers who addressed the delegates 
on various advancements in medicine covering 
physiological diagnosis and treatment was Dr. 
John C. Krantz, Jr., Professor Pharmacology, School 
of Medicine, University of Maryland. Dr. Krantz’ 
subject was “Recent Advances in Therapy.” 

Among other speakers were Dr. Hans Selye, 
Director of Institute of Experimental Medicine and 
Surgery at the University of Montreal; Dr. Jerome 
W. Conn, University of Michigan Medicine School; 
Dr. Selden D. Bacon, Professor of Sociology at 
Yale University; Dr. O. Spurgeon English, Head of 
the Department of Psychiatry, Temple University 
Medical School; Dr. Robert B. Greenblatt, Professor 
of Endocrinology, Medical School of Georgia; Dr. 


* Secretary, Maryland Academy of General Practice. 


M. Edward Davis, DeLee Professor of Obstetrics 
and Gynecology, School of Medicine, University oi 
Chicago; Dr. William Dameshek, Editor of ‘‘Blood”’; 
and Dr. Cyril MacBryde, Washington University 
School of Medicine. 

Members of the Maryland Academy listed among 
the Doctor’s Registrations included: Drs. T. G. 
Abbott, Baltimore; P. Artigiani, Baltimore; J. M. 
Bankhead, Silver Spring; E. I. Baumgartner, Oak- 
land; C. F. Benson, Baltimore; J. S. Blum, Balti- 
more; M. N. Borden, Baltimore; W. Brainin, 
Capitol Heights; J. D. Bubert, Baltimore; C. P. 
Crimy, Baltimore; M. N. Cross, Silver Spring; L. 
Dalmau, Pikesville; M. B. Davis, Baltimore; B. 
Dorogi, Cardiff; W. L. Etienne, College Park; 
B. L. Grant, Shadyside; S. Goldberg, Baltimore; M. 
Grossfield, Baltimore; H. A. Grott, Parkville; H. V. 
Harbold, Baltimore; C. R. Hayman, Bel Air; W. P. 
Hudson, Forest Hill; E. W. Johnson, Baltimore; 
S. L. Johnson, Baltimore; L. L. Keown, Baltimore; 
B. Kader, Baltimore; B. B. Kneisley, Hagerstown; 
G. A. Knipp, Baltimore; K. Krulevitz, Baltimore; 
A. R. Lapin, Clinton; C. Rodney Layton, Centre- 
ville; G. A. Moulton, Westminster; J. R. Myerowitz, 
Baltimore; N. E. Needle, Baltimore; E. F. Nevy, 
Dundalk; C. F. O’Donnell, Towson; W. S. Parsons, 
Baltimore; A. Piazza, Baltimore; H. B. Plummer, 
Preston; L. J. Pratt, Jr., Towson; M. M. Rothstein, 
Frostburg; N. E. Sartorsis, Jr., Pocomoke; H. W. 
Scheye, Baltimore; L. R. Schoolman, Frederick; 
W. H. Shealy, Sharpsburg; H. G. Summers, Balti- 
more; G. M. Smith, Barnesville; H. R. Tobias, 
Hancock; F. J. Townsend, Jr., Ocean City; E. M. 
Tracey, Jr., Ocean City; T. E. Wheeler, Randalls- 
town; M. L. White, Silver Spring; D. Wilansky, 
Perry Point; and I. M. Zimmerman, Williamsport. 








MURRAY AND DINGELL INTRODUCE BILLS FOR HOSPITALIZATION-AT- 
AGE-65 
Capitol Clinic, A. M. A., Vol. 3, No. 15, April 15, 1952 
Senator Murray and Rep. Dingell have introduced identical bills to authorize estab- 
| lishment of a system of government-paid hospitalization for everyone eligible for 


social security benefits. Eligibles would include persons 65 and over who are covered by 
social security and their dependents as well as the survivors of deceased persons so in- 


| sured. Hospital benefits would be limited to 60 days in any one calendar year. 
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